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JN the closing years of Queen Victoria’s reign 

two events occurred, the one in Edinburgh 
and the other in Boston, Mass., which revolu- 
tionized the practice of obstetric medicine and 
might also have revolutionized pediatric prac- 
tice if only pediatricians had been wise in their 
day and generation. 

In 1900 Ballantyne of Edinburgh published 
two lectures on ‘‘ Ante-natal diagnosis’’ which he 
defined as ‘‘the discovery of normal pregnancy 
and of plural pregnancy, of fetal death, of dis- 
eases and monstrosities of the fetus, of hydram- 
nios and of morbid conditions of the placenta’’. 
In 1901, the Instructive Nursing Association of 
Boston commenced to pay visits to some of the 
expectant mothers who applied to be out-patients 
at the Lying-In Hospital. These events, although 
not the first examples of ante-natal care, were 
the starting point for the present system of 
ante-natal clinics and for the recognition of the 
important part which ante-natal care can play 
in the prevention of abnormal labour and in 
the reduction of maternal mortality. Ballan- 
tyne was, however, particularly concerned with 
the care of the unborn child, because in 1901 
he wrote of attempts to ‘‘cure before birth the 
diseases and disorders of the fetus’’ and made 
no reference to the interests of the mother, but 
in an address delivered shortly before his death 
in 1923, these were his paramount concern 
and the only reference to the value of ante- 
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natal care to the fetus was the statement that 
it would reduce the still-birth rate. 

The reason for this change of viewpoint is 
a mystery and another mystery is why pedi- 
atricians did not take up and develop his sug- 
gestions. One explanation of the latter may 
have been the lack of interest in infants dis- 
played by many British pediatricians in the 
early years of this century. When I started 
my pediatric career, except for certain arrest- 
ing conditions in infants such as seurvy and 
pyloric stenosis, interest was centred on the 
older child; possibly because nearly all chil- 
dren’s physicians also practised adult medicine. 
Another probable reason for this indifference 
was the fact that the obstetrician took charge 
of the new-born baby. As time went on the 
infant received more study and in some ma- 
ternity hospitals the care of the new-born child 
was handed over to the pediatrician and today 
the care of the neonate and attempts to lower 
neonatal mortality are important aspects of 
British pediatrics. This trend has naturally 
led to a study of the premature infant and 
has at last made some of us wonder whether 
by the care of the mother prematurity and 
fetal disease could be prevented and the birth 
of better and healthier babies ensured. 

I have ventured to call this aspect of ante- 
natal care ‘‘ante-natal pediatrics’’, and I feel 
justified in asserting that in future the pedi- 
atrician and the general practitioner must be 
concerned with the health of the baby from 
the moment of conception and, indeed, even 
before that occurrence when there is a pos- 
sibility of genetic disorders arising. One of 
the earliest enquiries about the effect of ante- 
natal conditions on the new-born with which 
I am familiar was the question put to our Lord 
by his disciples; ‘‘Master who did sin, this man 
or his parents that he was born blind?’’ You 
remember the reply, ‘‘Neither hath this man 
sinned nor his parents; but that the works of 
God might be made manifest in him’’. Is it 
fanciful to think that therein lies an explana- 
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tion of the existence of disease and that the 
research worker is a fellow worker with God? 

From the time of conception two forces, 
heredity and environment—nature and nurture 
—act upon the cell as a unit and upen the 
fetus as a whole. A knowledge of their inter- 
play is essential to an understanding of the 
laws of human inheritance; the nature of 
disease; and the circumstances which may 
modify or prevent it. Every characteristic of 
the developing fetus and new-born child is the 
result of interaction between the genes and 
their environment. 


Congenital hemolytic disease furnishes an 
excellent example ef this interplay since the 
development of Rh antibodies in the mother 
is due to genetic causes, whereas their trans- 
ference to the fetus alters its environment. 
Nurture rather than nature is responsible for 
the well-being and vigour of the child; for the 
development of certain diseases and its im- 
_munity to others; whereas all genetic diseases 
and deformities are due to nature. Certain 
malformations, however, may be caused either 
by defective genes or defective nurture; in 
other words, ‘‘a bad egg in a good environ- 
ment or a good egg in a bad environment’’ may 
produce the same abnormality. Intellectual 
and other resemblances, even similarity in 
disease, occur more frequently in identical 
than in non-identical twins, and are genetic in 
origin since with one exception, providing that 
the cords and placente of non-identical twins 
are approximately the same size, the environ- 
mental conditions for both varieties of twins 
must be the same. The exception is the oc- 
currence of congenital hemolytic disease in 
one of non-identical twins; the twins being of 
different genotypes whereas the maternal anti- 
bodies were of one type only (Stratton, Langley 
and Lester). 


The Calvinistic doctrine of predestination is 
now demoded in regard to things of the spirit 
but continues to hold firm sway in genetics and 
although it is true that some adverse genetic 
effects can be modified by a good environment 
there are others on which environment has no 
effect. Hence some babies are foreordained to 
suffer, and perhaps to die, at or shortly after 
birth. It is interesting to speculate on the 
contribution that these children might have 
made to the community, and it may well be 
that in them we have lost—to quote from a 


poem that has become part of Canadian 

history : 

‘‘Hands that the rod of empire might have swayed 
Or waked to ecstasy the living lyre: 


But knowledge to their eyes her ample page 
Rich with the spoils of time, did ne’er unroll.’’ 


In the present state of our knowledge such a 
state of affairs can only be prevented by care- 
ful mating, or by taking refuge in a negation— 
the avoidance of pregnancy. 

Any attempt to assess the relative impor- 
tance of environment and _ heredity in the 
development of character and of the spiritual 
virtues partakes more of an exercise in phil- 
osophy than of one in experimental medicine. 
Ante-natal environment can, however, have 
little influence on character since ‘‘sweet 
thoughts are no more soluble in maternal blood 
plasma nor are more able to pass a semi- 
permeable membrane of living protoplasm than 
are sour moods or tragic emotions’’ (Corner). 
Heredity plays a somewhat greater part but, 
in my opinion, post-natal environment, par- 
ticularly in the form of a happy home and 
family life, is by far the most important factar 
and the comparatively great temperamental 
differences which may be found in monovular 
twins (Dahlberg) is strong evidence in support 
of this view. 

Coneluding a brilliant essay on ‘‘The inter- 
play of nature and nurture’’, my colleague, 
Lancelot Hogben says: ‘‘In so far as a bal- 
ance sheet of nature and nurture has any 
intelligible significance it does not entitle us 
to set limits to changes which might be brought 
about by regulating the environment’’. In 
ante-natal pediatrics, environment is, in my 
opinion, more important than nature and it 
certainly is much more under our control; its 
effect on the fetus can be discussed under three 
heads: (1) the diet of the mother; (2) her nutri- 
tional state; and (3) the condition of her health. 
These factors produce different results in dif- 
ferent periods of pregnancy; chiefly malforma- 
tions in the first three months and in the last 
three months fetal immaturity and fetal 
disease. . 


I. MATERNAL DIET 


During the war years there was a striking 
fall in the still-birth rate in Great Britain. In 
1930 in England and Wales, the rate was 41 
per 1,000 total births, in 1939 it was 38, but in 
1944 and 1945 it had dropped to 28; in Scotland 
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the figures were 42 in 1939 and 32 in 1944 

and in neither country did the rate rise in 

any of the war years. Baird has shown that 

in Aberdeen this fall was due to a reduction 

in the categories ‘‘eause unknown’’, ‘‘trauma’’ 

and ‘‘toxemia’’, but not to any fall in deaths 

due to fetal deformity. The risk of still-birth 

is ten times greater in a premature than in a 

full term child and both prematurity and still- 

births are highest in the lowest social classes. 

The neonatal death rate in Great Britain rose 

in 1940 and 1941, but since then has fallen to 

a lower level than in 1939. This diminution has 

been due to fewer deaths from prematurity, 

asphyxia, trauma and congenital debility; the 
death rate from infection being rather higher 
than the pre-war figures. The rise in neonatal 
deaths in 1940 and 1941 was more marked in 
large cities like Glasgow and Birmingham, in 
the latter of which the rise continued to 1942 
and was due to ‘‘infections’’,—probably the re- 
sult of war conditions, evacuation, bombing, 
shelter-life, ete,—and also to deaths from direct 
enemy action. Neonatal deaths from prema- 
turity and congenital debility are, like still- 
births, highest in the lowest social classes. This 
is the consequence either of an inherited in- 
feriority in reproductive capacity—for which 
there is no evidence—or of the inferior general 
health and nutrition of expectant mothers and 
of the unfavourable environmental conditions 
in which they live. It is improbable that the 
diminution in neonatal deaths in the later war 
years was the result of better nursing and doc- 
toring, if only for the reason that nurses and 
doctors were in short supply and over-worked ; 
furthermore, except for the introduction of 
penicillin and new sulfonamide preparations, 
there was not any important therapeutie advance 
in this field. The value of these drugs is to 
combat infection but despite them the incidence 
of infections actually increased. Therefore since 
the fall in deaths has been greatest in the lower 
social classes it seems logical to conclude that 
this is due to the increase in wages; the abolition 
of unemployment; and the improved nutrition 
of the mothers. 

There is considerable evidence that as a result 
of rationing and better distribution of food the 
diet of a large part of the population has im- 
proved during the war years. In 1940 and 1941 
there was a sharp fall in food supplies, particu- 
larly in meat, fats, sugar and fruits, but from 
1942 until the termination of lend lease and 


chiefly as a result of it and of generous help 
from the Dominions, the diet in Great Britain 
was balanced and adequate although at times 
monotonous and unattractive. It is too early 
as yet to assess the effect of the present more 
restricted dietary. The factors responsible for 
the improvement are probably: the national 
loaf—which from April 1942 to January 1945 
was made from flour having an extraction rate 
of 85% and the increased consumption of milk, 
together with additional rations of milk and of 
vitamins A, B, C and D for expectant mothers 
and for children. Prior to the war, many 
mothers could not afford these supplements or 
were ignorant of their value, and even now 
it is estimated that less than 50% of the 
mothers take away from the ante-natal centres 
the vitamins provided for them. Before the 
war even the poorer people had a wider choice 
of foods than they have now, but exercised it 
unwisely ; now, although the choice is limited, 
it is confined to good food of which hunger 
compels them to partake. Moreover, the re- 
duction in sugar has improved the diet because 
less vitamin B is required for its oxidation 
(Magee). 

Malformations, whether genetic or nutritional 
in origin, commence early in pregnancy; the 
fifth to the ninth weeks being the critical 
period in the development of the lens, teeth, 
palate, and septa of the heart. The work of 
Warkany and his colleagues at Cincinnati 
must be well known to you. They have 
shown that by restricting the diet of rats 
in the early stages of pregnancy the young 
showed deformities such as shortening of the 
mandible; cleft palate; shortening and distor- 
tion of the limbs; syndactyly; fusion of the 
ribs; some of which are identical with those 
produced by genetic conditions. Warkany has 
also shown that the young of rats fed on 
a vitamin A deficient diet in early pregnancy 
show congenital defects of the eyes and Hale 
found the same in pigs. Moreover, none 
of these defects can be prevented by giving 
a normal diet in the latter part of preg- 
nancy. Similar experiments cannot be carried 
out deliberately in the human being, although 
under famine conditions they may become in- 
evitable. We know that the number of deaths 


from deformities in new-born babies has 
neither increased nor perceptibly diminished in 
Britain during the war years, but there is no 
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information as to whether there has been any 
diminution in the number of those congenital 
deformities which are compatible with sus- 
tained life. 

The effect of maternal diet and nutrition on 
the general development of the fetus in the 
earlier part of pregnancy compared with that 
in the last third of pregnancy is well shown 
in a series of interesting animal experiments 
by Wallace. These experiments, which were 
designed to test the effect on the offspring 
of the diet in general but not of any particular 
constituent, showed that the weights of the 
embryos were the same whether ewes during 
the first two-thirds of pregnancy were fed on 
a poor diet on which they lost considerable 
weight or on a liberal one on which their 
weight showed marked increase. During the 
last third of pregnancy, a liberal diet given to 
those previously on a poor diet produced a 
large gain in weight by the ewes, and their 
lambs were almost identical in size with those 
fed on the liberal diet throughout; whereas the 
lambs of those fed on the liberal diet for the 
first two-thirds of pregnancy and on a poor diet 
in the last third on which they lost weight were 
enly slightly larger than those fed on the poor 
diet throughout pregnancy. Moreover, all the 
ewes who were well fed during this period 
developed large udders, while the udders of 
those which were poorly fed remained small. 
These results clearly indicate that the weight 
of the fetus and the preparation for lactation 
depend upon the nutrition of the mother in 
the last third of pregnancy. 


In any attempt to apply these results to 
pregnant women, two points should be borne in 
mind. First, although, in the absence of obvious 
edema, the weight of a baby can be regarded as 
important evidence of its state of nutrition, this 
is not the case with its mother, because of the 
effect of water retention, especially in toxemia 
of pregnancy; therefore, any enquiry must be 
confined to women who show only a slight in- 
crease in weight. Secondly, a baby is born in 
a much less advanced state of development than 
a lamb: 

The normal baby starts life with a stock of 
vitamins, hormones, metals, etc., sufficient for its 
immediate needs, After birth these stores begin 
to diminish—a negative phase—and continue to 
diminish until the child is either able to obtain 
them from its diet or to manufacture them. If 
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the baby is one of twins, or is born prematurely, 
or its mother has been inadequately nourished 
or has suffered from an illness or a conditioned 
deficiency during pregnancy, the baby’s stores 
at birth may be insufficient and its diet may not 
be able to bring the levels up to normal. Morbid 
conditions such as hemorrhagic disease of the 
new-born, nutritional anemia, tetany, rickets, 
scurvy, cretinism may then develop; conditions 
which are even more likely to occur if the baby’s 
diet is also defective. The fetal reserves are 


mainly built up during the last third of preg- 


naney in which time two-thirds of the calcium 
phosphate, three-quarters of the protein and 
four-fifths of the iron are laid down. Indirect 
evidence of the importance of storage during 
this time is provided by the facts that premature 
infants develop an iron deficiency anemia at 
an earlier age and suffer more frequently 
from rickets than full term babies; furthermore, 
Ebbs, Tisdall and Scott found that rickets, 
tetany and anemia were more frequent in babies 
under six months of age whose mothers, during 
the last three months of pregnancy, partook of 
a ‘‘poor’’ diet than in those having a ‘‘good’”’ 
or a ‘‘poor’’ diet which was supplemented to a 
‘‘go0d’’ diet. 


Il. NUTRITIONAL STATE OF MOTHER 


If the maternal diet is deficient the fetus has 
the prior claim to the available nutrients but 
if these deficiencies are too great the mother’s 
self-sacrifice may be unavailing and the baby 
may either be born with manifest deficiency 
symptoms or develop them much earlier than 
the usual time of incidence. Herein lies the 
explanation of fetal rickets and of the majority 
of examples of tetany, polyneuritis and kerato- 
malacia in the new-born; furthermore, the pres- 
ence of d deficiency disease in the new-born baby 
almost invariably means that the mother herself 
suffers from that disease. Iron may be an ex- 
ception to this rule of fetal priority ; sometimes 
in experimental animals and also in human 
beings the mother may conserve her store of 
iron at the expense of her fetus which is then 
either born anemic or develops a nutritional 
anemia at an abnormally early age (Parsons; 
Parsons and Hickmans). Clearly, therefore, 


the mother’s diet during pregnancy should be 
more than adequate and contain full supplies 
of vitamins, phosphorus, calcium, and iron and 
every effort should also be made to prevent the 
premature birth of the fetus. 
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The mother not only transfers nutrients to 
the fetus but also certain immune bodies so 
that although notoriously prone to many infec- 
tions the new-born baby has a degree of passive 
immunity to certain infectious diseases, particu- 
larly diphtheria, measles and chicken pox. In 
this respect babies differ from lambs and calves, 
which develop an immunity to lamb scour and 
ealf dysentery respectively only after they have 
-partaken of colostrum. This difference in 
mechanism is due to variations in placental 
structure; in women the placenta is thin, the 
blood actually bathing the chorionic villi and 
thus rendering transference easy, whereas in the 
cow it is thick. The titre of diphtheria anti- 
toxin is as high in the blood of the new-born 
baby as in its mother.and is not increased by 
taking colostrum. On the other hand, Rh anti- 
bodies may not only be found in the blood of the 
baby at birth but also in high titre in the 
colostrum and sometimes, although in much 
lower titre, in breast milk, suggesting that some 
antibodies are transferred by human colostrum 
and milk; indeed, this is the only explanation 
of the accepted view that breast feeding confers 
a degree of immunity on young infants. 

Human colostrum is richer in vitamin A, 
protein and globulin than breast milk, but this 
does not prevent these bodies showing the usually 
negative phase ‘after birth. The amount of vita- 
min A in colostrum is high on the first day 
and rises to a maximum in the third day of 
lactation; it then falls rapidly to reach on the 
9th and 10th days the concentration in mature 
milk (Lescher et al.). On the other hand, tne 
vitamin A content of the baby at birth is ex- 
tremely small and of the premature baby still 
smaller when compared with that found a few 
weeks later. It is, therefore, a logical deduction 
that although vitamin A can be transferred via 
the placenta it is chiefly transmitted to the baby 
through the colostrum and milk. The serum 
globulin of the new-born baby falls to the 4th 
week, then remains unchanged until 4 months, 
after which it rises but does not reach the adult 
level until the 4th year. This level is higher 
than that of premature babies (Hickmans). 
The amount of globulin in the serum is impor- 


tant, since antibodies are molecules of globulin 
specifically modified during synthesis by an 
antigen and which, from their movement in an 
electrical field, are called gamma globulins. In 
the badly nourished or.immature fetus the 


demand on amino acids for growth may limit 
the amount of gamma globulin formed, as also 
may the smaller amount of globulin present in 
the premature baby; a state of affairs which may 
explain the greater liability of such infants to 
infection. The so-called X protein which is 
said to be an important factor in hemolysis in 
congenital hemolytic disease is presumably not 
fully developed in the fetus but is formed shortly 
after birth, particularly in those babies which, 
although apparently healthy at birth, suddenly 
one or more days later develop severe jaundice 
or anemia (Weiner). 


Ill. THe HEALTH OF THE MOTHER 


The state of the mother’s health may not 
only affect the nurture of her fetus but may be 
the cause of actual fetal disease. The effect 
of toxemia of pregnancy in producing pre- 
mature and still-births is well known, and 
despite certain adverse criticisms, the investiga- 
tions carried Out in Toronto, South Wales, 
London, Oslo and Aberdeen strongly support 
the view that the diet and nutritional state of 
the mother in the latter third of pregnancy 
affect the incidence of toxemia, premature and 
still-births and the health of the new-born 
child. The effects of other maternal conditions, 
for instance, diabetes, are, however, less com- 
monly appreciated. According to Miller of 
New Haven and his colleagues, fetal or neo- 
natal death occurs in about 30% of these 
pregnancies even when the disease is con- 
trolled by insulin, but Lawrence and Oakley 
in London found the mortality varied from 
23% in those who had complete supervision, 
to 70% in those who had none. Another out- 
standing finding in diabetes is the large size 
of the fetus, which may weigh over 12 lb., 
so that Cesarean section at the 36th to 38th week 
offers more chance of a live baby than spon- 
taneous delivery at term. Lawrence and 
Oakley thought that this gigantism was due 
to hyperglycemia and depended on the degree 
of diabetic control, but Miller and his colleagues 
found that: gigantism, neonatal and fetal death 
with characteristic findings at autopsy sometimes 
occurred five years or more before the mother 
shows any evidence of diabetes; observations 
which we have been able to confirm and which 
shed light on the etiology of diabetes but rule 
out the theory that hyperglycemia is the cause of 
the over-sized fetus. Many suggestions have 
been made as to why the offspring of the 
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diabetic and the pre-diabetic mother behave 
in this way, but none of them has so far 
received general acceptance. Recently I was 
told that Dr. Priscilla White of Boston had 
been able, by remedying the disordered hor- 
monal pattern present in some diabetic mothers 
to reduce the fetal and neonatal mortality and 
the size of the fetus. 

Rubella and fetal deformities—Recently great 
interest has been aroused in the possible as- 
sociation of rubella in the mother and mal- 
formations in the fetus. Most of the evidence 
for this association comes from Australia where 
Gregg in 1941 first drew attention to it. His 
interest was aroused by the fact that in the 
first half of that year he saw a large number 
of babies with a somewhat unusual form of 
congenital cataract and on questioning their 
mothers found that they had nearly all suffered 
from German measles in the early months of 
pregnancy, 2.¢., in the period of malformation. 
The German measles epidemic of 1940 had been 
a severe one and of a total of 78 children with 
congenital cataract, 46 of whom also had con- 
genital heart disease, 68 of their mothers were 
found to have contracted German measles 
early in pregnancy and between December 
1939 and January 1941. Many of these chil- 
dren were also small, badly nourished and 
bad feeders. These results were confirmed 
for South Australia by Swann and his eol- 
leagues who also found dental defects, deaf 
mutism and mental retardation amongst their 
patients. Table I shows the results of their 





reported in England were obtained by Martin 
(1945) as the result of a questionnaire to the 
mothers of 102 deaf children born in 1940-1941, 
z.e., in the year following a widespread epidemic 
of rubella. In 8 instances the deafness was 
hereditary and in 15 caused by meningitis and 
of the remaining 79 children the mothers of 36 
had rubella during the first four months of preg- 
naney and 6 other mothers probably suffered 
from the disease. In a letter which I received 
from Gregg (dated May 24, 1946) he stated that 
the number of instances of which he has details 
in which congenital defects followed rubella has 
now reached 206: 130 of these cases were col- 
lected in 1944 and the defects observed were 
distributed as follows: 


TaBLe II. 


TEE eT OEE eT Teer 85 
Deaf mutism and heart disease............... 17 
IN oe sing 55k 5.8 AS Shar rcnée's won wee a poral 5 
I igh, ta Cre a OS se CA 6 
Eye defects and heart disease 8 
Deaf mutism, eye defects and heart disease... . 8 
Deaf mutism and eye defects................ 1 


130 
The following table (Table III) shows the 
number of cases so far reported in Australia, 
America and England and is as accurate as I 


can make it. In some tables published some 
eases have been counted more than once. 


TABLE III. 


Number of babies with congenita 
defects where mothers 


Country rubella during pregnancy 
I: 3 - o's aie vee ieee 206 
Ny ialars 7 eabtecenomasers 75 
NS oases 64a Ga ER RRR 34 
I... SS S43 NA Aenea 3 
NES 6020 i cisoGd pease ae 11 
EE reer cen ere ree 3 
I ica 5c aig Rca ee aw eS 2 
ES 5 5s d5s'vs Suu eae eeeet 2 
PCy ere cr er 9 
NE... <<. - es 6 ei eet ect ackeddeks 36 
eer eer rr rr 3 
385 





TaBLe I. 

Mothers Disease during pregnancy Infants with defects 

57 Is Sie cueevawasece 40 

1 Rubella and measles... . 1 

? Rubella and ? measles. 0 

1 Rubella and mumps.... . 0 

7 IN sic 40s ordse wei 0 

1 NS 56 iiss saree ainlaiecs 1 

1 ere 1 

2 MS Ck vote eeeccsexe Ri) 

74 47 
investigations. Welch has collected lists of the 


number of children born deaf in each of the 
years 1931 to 1941 in New South Wales; in only 
one year did the number reach double figures, 
but in 1938 it was 47, and 34 of their mothers 
had rubella during the first four months of preg- 
nancy. Cases have also been described in 
America and in England. Many pediatricians 
have seen isolated cases but the largest number 


Weston Hurst, whom Swan consulted, thought 
that these deformities were due to the effect of 
the virus in vascular tissue, whereas Corner 
suggests that they are the result either of a 
disturbance of the ‘‘organizer’’ or of injury to 
the ‘‘reactant tissue’’. As a result of their in- 


vestigations Swan and his colleagues came to 
the conclusion that when a mother developed 
rubella in the first two months of pregnancy the 
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chance of her giving birth to a congenitally 
defective child was in the region of 100%, and 
if she contracts the disease in the third month 
about 50%. If there are real grounds for this 
view it would appear that there are moral if not 
obviously legal grounds for terminating preg- 
nancy, but before the connection can be accepted 
as cause and effect there are certain criticisms 
which can only be answered satisfactorily by a 
large scale investigation. One criticism is that 
in the absence of controls the results are not 
statistically significant. These controls should 
be: (@) comparisons with other infectious dis- 
eases, particularly with other virus diseases such 
as measles, mumps, ete.; to a small extent this 
criticism has been met because 8 of the mothers 
in Swan’s series had other infectious diseases 
during pregnancy and only one child showed 
congenital deformities; (b) comparison with a 
series of pregnancies in which there were no 
infectious diseases; and (c) a series of mothers 
in whom infectious disease occurred and the 
effects on their babies as subsequently observed 
and not, as has usually been done, an enquiry 
made retrospectively into pregnancy conditions 
when a congenitally deformed child has been 
encountered. The difficulties of such investiga- 
tions are shown by the experience of Fox and 
Borten of Milwaukee. This is a city of over 
half a million inhabitants and in the years 
1942-43-44, 22,226 cases of rubella occurred but 
of these only 581 were married women. Of this 
number 151 patients were investigated and the 
number of babies born to them was only 11, 
none of them had any congenital abnormalities. 
There therefore seems good grounds for the sug- 
gestion that to obtain a really good statistical 
result in England and Wales a survey of all 
married women would be necessary. 

Another criticism is that the disease was a 
new infection and not true rubella, but from 
my review of the literature I think this is 
probably not a valid criticism. A further 
criticism is that such a mild disease as rubella 
is unlikely to cause such catastrophic changes 
in the fetus, to which the reply is made that 
in mammals embryonic cells are more suscep- 
tible to virus infections than adult tissues, and 
it is known that the placenta is permeable to 
a number of viruses. This view is supported 
by the fact that for developmental reasons 
the deformities concerned must have originated 
in the fifth to the ninth week of pregnancy, i.¢., 
in the more embryonic state of the fetus and 





at exactly the period at which the mothers 
concerned stated that they suffered from 
German measles. On the other hand, other 
virus diseases occurring during this period, 
although admittedly few in number, did not 
result in congenital deformities; they were, 
however, more severe diseases than rubella and 
may have produced early fetal deaths and mis- 
carriages rather than deformities. 

It is interesting to note that Shakespeare 
(A Midsummer Night’s Dream, Act V, Se. 2) 
refers to some of the deformities now asso- 
ciated with German measles but attributed 
them to ‘‘the foul fiend Flibbertigibbet’’ who 
‘‘oives the web and pin, squints the eye and 
makes the hare lip’’. ‘‘Web and pin’’, ac- 
cording to Goldbloom, our authority on 
Shakespearean pediatrics, probably refers to 
cataract or a corneal scar. A cynic (Vertue) 
has said recently that ‘‘science has done nothing 
about Flibbertigibbet unless you count the sug- 
gestion that one of his other names is German 
measles’’. 

It seems curious that the association between 
maternal rubella and congenital defects had 
never been noted before 1940. From 1923 to 
1937 Australia was free from epidemics of 
rubella and therefore a large number of 
Australian young women possessed no im- 
munity to the disease. The 1937 epidemic had 
not died out in remote districts when the war 
broke out and the mass movement of young 
people which followed fanned the embers of 
the epidemic into a blaze which swept over 
the whole country (Scholes). The resulting 
high incidence of the disease in pregnant 
women followed by an epidemic of cataract 
made recognition unavoidable according to 
Hurst and completely convinced him that rubella 
during the first three months of pregnancy does 
lead to congenital defects. 

The Australian investigators suggested that 
pooled or adult serum should be used to confer 
immunity upon the expectant mother, but 
stocks are not available in my country; nor in 
Great Britain are stocks of gamma globulin 
available for this purpose, still less a more 
potent preparation—the gamma globulin frac- 
tion of rubella convalescent serum. In any 


ease, the period of passive immunity is short- 
lived and the injection would have to be re- 
peated; there is also the added factor that 
these malformations arise so early in pregnancy 
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that the woman may not know that she is 
pregnant. It is clear that this problem of 
German measles urgently requires extensive 
study and in the meantime it behooves all women 
in the early weeks of pregnancy to avoid 
exposure to the disease. 

Congenital hemolytic disease.—We have seen 
that during the later months of pregnancy the 
human placenta allows the passage of anti- 
bodies from the mother to the fetus; a fact 
that is made use of in the prophylaxis of 
measles by the administration of placental 
extract. Rh antibodies are transferred in this 
way and may produce severe results in or even 
the death of the fetus; indeed, according to 
Haldane, congenital hemolytic disease is re- 
sponsible for more deaths than any other 
inherited disease or possibly than all of them 
put together. Its intra-uterine manifestations 
are slightest and perhaps non-existent in hemo- 
lytic anemia of the new-born, which may not 
develop until 2 or 3 days after birth when 
sufficient X protein becomes available. They 
are at their maximum in hydrops fetalis with 
icterus gravis a close second. 


The jaundice of icterus gravis is not due to 
biliary stasis from excessive hemolysis but to 
liver damage as is shown by the fact that cir- 
rhosis of the liver sometimes follows icterus 
gravis just as it follows infective hepatitis, 
and by the cholesterol partition in the blood 
serum (Rothe-Meyer and Hickmans). We have 
never been able to confirm the finding of 
cirrhosis of the liver in jaundiced still-born 
babies; indeed, cirrhosis probably only be- 
comes obvious when the child is some months 
old and bears the same relationship to liver 
damage that extra-pyramidal rigidity and 
other cerebral manifestations do to kernicterus. 

The existence of kernicterus raises interest- 
ing questions as to whether it is due to exces- 
sive hemolysis; to fixation of antibody in nerve 
cells; or to hepatic disease. We have never 
found any parallelism between the degree of 
hemolysis on the one hand and the severity 
of the jaundice and the presence of kernicterus 
on the other. Again, in our experience the 
incidence of kernicterus, as judged by post- 
mortem records and nervous sequele in later 
childhood, has, contrary to Weiner’s experi- 
ence, not been diminished by transfusions 
with Rh negative blood since these only 
compensate for and limit hemolysis. These 


two observations show that kernicterus is not 
due to hemolysis and that the adverse effects 
of Rh antibodies are not limited to their action 
on the red cell. Furthermore, we have seen 
jaundice and kernicterus and indeed all the 
symptoms of hemolytic disease occur in the 
course of sepsis neonatorum; again, a post- 
mortem examination on a baby who was 
not jaundiced revealed miliary hemorrhagic 
necroses of the liver and also necrotic foci in 
the corpus striatum which showed the same 
microscopical characteristies as those of kernic- 
terus except that the foci were not bile-stained. 
Finally, neither cirrhosis nor kernicterus has 
ever been reported in hemolytic disease of the 
new-born, in which condition there is only the 
slightest trace of jaundice. These observa- 
tions point overwhelmingly to the conclusion 
that kernicterus only occurs when there is 
severe liver damage and that as a result of 
this damage necrotic changes take place in the 
brain and that the necrosed brain cells then 
become stained with bile. In the majority of 
eases of kernicterus the staining of the dead 
brain cells probably occurs shortly after birth, 
since the jaundice frequently does not become 
severe until 24 hours or so after birth. In 
actual fact we have found post-mortem evidence 
of kernicterus when death occurred on the 
second day. The after effects of this damage 
to the liver and brain are cirrhosis of the liver, 
extra-pyramidal rigidity, athetosis and mental 
deficiency. 

Another rare and interesting sequel of icterus 
gravis is green teeth. The temporary dentition 
only is affected and the coloration is usually 
limited to the incisors, the enamel of which 
begins to be formed in the 6th and 9th week 
of pregnancy and is completed after birth at 
the 4th month. There is no evidence of the 
premature death of the enamel cells, and the 
condition is probably related to the intensity 
and persistence of the jaundice and with the 
staining of bone with bile of which I have 
observed an example in icterus gravis. 

From what has been said it is clear that al- 
though these grave complications are initiated 
before they may increase after birth. It is 


impossible to say why they occur in some babies 
suffering from icterus gravis and not in others, 
nor can we tell during the neonatal period 
whether or not the baby is likely later to show 
evidence of any of them, although kernicterus 
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may sometimes be suspected if the child has 
a peculiarly high pitched ery and particularly 
if this is associated with convulsions, 

The titre of Rh antibodies in the blood may 
rise during the last three months of pregnancy, 
but no definite relationship between their titre 
and the severity of disease in the fetus has 
ever been demonstrated, due in part to the 
presence of ‘‘blocking’’ antibodies. It there- 
fore seems reasonable, if the titre is rising 
rapidly, to perform Cesarean section or to 
induce labour as soon as the fetus can be 
regarded as viable, and thus eut short the 
period in which the child is at the merey of 
the Rh antibodies and thus possibly render less 
likely the development of sequele. Moreover, 
because a transfusion with Rh negative blood 
limits and compensates for the hemolysis, 
complete substitution transfusion has _ been 
recommended. This may prove a real life- 
saving measure, but there is no evidence that 
it will prevent the occurrence of sequele; 
neither does our experience confirm Weiner’s 
finding that the incidence of kernicterus has 
been abolished by the use of Rh negative blood, 
since in two series of more than 100 babies 
each, in one of which Rh negative blood was 
used and in the other attention paid only to 
A, B, O grouping, we found the incidence of 
kernicterus, as judged by post-mortem findings 
and nervous sequale, was exactly the same 
(6.5%). Some people even believe that it is 
better to give repeated transfusions with Rh 
positive blood to fix the antibodies by the Rh 
positive cells and so prevent further damage 
in extra-uterine life. There is no method 
known by which a woman ean be desensitized 
or her antibodies neutralized although Weiner 
states that injection of typhoid or pertussis 
vaccine may prevent congenital hemolytic 
disease in the children of an Rh negative 
mother whose sister has borne children with 
that disease, since the simultaneous injection 
of a stronger antigen may prevent sensitiza- 
tion by a weaker one. 


The serum of every expectant mother should 
be tested against the Rh factor, both in her 
own interest should she need a transfusion 
after labour, and also in that of her fetus; more- 
over, an Rh negative woman or girl requiring 
a transfusion should always be given Rh nega- 
tive blood since Rh positive blood may lead to 
the development of anti-Rh iso-agglutinins. 


This usually only occurs after repeated trans- 
fusions but Diamond states that the most severe 
forms of hemolytic disease occur in the children 
of women sensitized by transfusion. 


During the last third of pregnancy, as a 
result of degenerative or morbid changes in 
the placenta, actual organisms as well as anti- 
bodies and viruses may traverse the placenta 
and manifestations of disease may be obvious 
at or shortly after birth. Examples of these 
conditions are syphilis, septicemia and, more 
rarely, tuberculosis, scarlet fever, small-pox, 
toxoplasmosis and allied forms of enceph- 
alitis (Parsons). Although syphilis, formerly 
one of the most serious of these diseases can 
now be completely controlled and has, there- 
fore, become a relatively unimportant cause of 
fetal disease and death, there is much that 
could be said about the effect of other diseases 
on the fetus and the new-born child. Sufficient 
has, however, been said concerning the effect of 
cenetic disease on the fetus and the effect of 
the maternal diet, nutrition and disease on its 
nurture to indicate the great importance of 
ante-natal pediatrics. I‘urthermore, even if 
the full term fetus is free from disease it may, 
as a result of poor nutrition, be immature and 
therefore poorly equipped to withstand the 
trauma associated with labour or to combat the 
infections to which it may be exposed in the 
neonatal period. 





I am deeply sensible of the great honour the 
Canadian Medical Association has conferred 
upon me, my Medical School and on British 
Pediatries by inviting me to deliver this Lec- 
ture, and it is impossible for me to convey to 
you the thrill which this invitation gave me. 
I ean only say, thank you, from the bottom of 
my heart. I also welcome this opportunity to tell 
you that people like myself—the common people 
of the United Kingdom—realize that we ean 
never discharge the debt which we owe to 
Canadians for their defence of our country and 
for the example they set us by their courtesy, 
bravery and kindliness. We now appreciate 
more than ever the strength of the ties which 
bind you and us together as fellow citizens of 
the British Empire and in devotion to our 
Sovereign. 

This lectureship was founded to commemo- 
rate one of whom it was said that ‘‘behind the 
knowledge, the erudition, the industry, lay the 
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man great-hearted, the soul of professional 
ethics, loyal to his friends and charitable to 
all’’, and one who was a great pioneer in 
pediatrics. The sight of these wonderful 
mountain peaks reminds me of those pioneers 
in other fields who laid the foundations of our 
Empire and whose spirit has been so vividly 
described by Kipling in his poem The Explorer. 
The Explorer—perhaps Alexander Mackenzie 
—having reached the edge of civilization and 
hearing that there was nothing further to 
discover, settled down: 


Till a voice as bad as Conscience rang interminable 
changes 

In one everlasting Whisper day and night repeated—so 

‘‘Something hidden go and find it. Go and look behind 
the Ranges 

Something lost behind the Ranges. 
for you. Go’’. 


Lost and waiting 


In medicine and particularly in ante-natal 
pediatrics there are still large and unexplored 
territories of knowledge hidden behind the 
ranges of ignorance. The command ‘‘Go and 
look behind the Ranges”’ is addressed to all of 
us: fortunately, thanks both to nature and to 
nurture, we still possess the pioneering spirit 
of our forefathers. We may never make any 
great discovery but should we be fortunate 
enough to do so we shall be able to say with 
Kipling: 


It’s God’s present to our nation: 
Anybody might have found it, but His whisper 
came to me. 


Did it ever occur to you that our language is full 
of suggestions that it is a privilege to work sitting 
down? We respect our Chairman; we Canadians 
honour the throne; we speak of a Professor’s chair, 
a seat in Parliament, an Archbishop’s see, as the crown 
of a career. The lawyer looks to the judge’s bench, 
and so too the Turks spoke of their Divan, and the 
Hebrews of the Sanhedrin, all in the same sense. Even 
the word ‘‘President’’ means ‘‘the man in the best 
seat’’. All this betokens a habit of mind, of respecting 
the man who does his work sitting down. Most kinds 
of research, however, are done standing up, or at best 
perched insecurely upon a laboratory stool. Distrust 
the man who says he can do research from his desk by 
issuing orders to his technicians; such a man will never 
find anything that he does not expect to find; he is not 
exploring nature, he is exploring his own skull. 
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IS AMGEBIASIS A MEDICAL PROBLEM 
IN CANADA?* 


By M. J. Miller, B.Sc., M.Sc., Ph.D., M.D.; 
Ste. Anne de Bellevue, Que. 


JN 1890 Sir William Osler? reported on the first 

ease of amebic dysentery to be diagnosed in 
the United States. Only two years later A. 
Brayton Ball? recorded the case of a Scotsman 
who had lived in Winnipeg, Manitoba, for two 
years before he developed amebic dysentery. 
This is the first record of an Entameba histo- 
lytica infection in Canada. While this case 
may not have originated in Canada, Finlay and 
Wolbach? in 1910 reported a case of amebic 
colitis associated with multiple liver abscesses 
which came to autopsy, in a French-Canadian 
who had never been out of Canada. Bates,* in 
1925, reported a fatal case of amebic colitis in 
a woman who had never been outside of Ontario. 
In 1933, MeLean® reported six cases of amebic 
dysentery which occurred in Winnipeg during 
that year, only two of whom had been to the 
tropics. 

In latter years there has been a tendency to 
survey so-called healthy groups of the popula- 
tion in an attempt to determine the carrier rate 
of E. histolytica infections. This has been espe- 
cially true in the United States, where numerous 
and extensive surveys have been carried out. In 
Canada there have been relatively few surveys. 
Porter® in 1934 examined 139 patients and 
found that eighteen, or 13%, were infected with 
E. histolytica. In 1936 Fantham and Porter’ 
published a report on the examination of 536 
persons for E. histolytica; sixty-three, or 11%, 
were found positive. Beregoff-Gillow® in 1936, 
found 12% of 400 patients showing clinical 
symptoms, positive for E. histolytica. The above 
mentioned surveys were all carried out in Mon- 
treal and while they show that E. histolytica 
infections are not uncommon they cannot be 
accepted as incidence figures for the general 
population because these workers were dealing 
for the most part with clinical groups. 

Miller,® in 1939, carried out in Saskatchewan a 
survey in which he examined three population 
groups: a hospitalized group, a ‘‘healthy’’ 


*From the Institute of Parasitology, Macdonald 
College, McGill University, with financial assistance 
from the National Research Couneil of Canada. 
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group, and an institutionalized group. As only 
a very small percentage of the hospitalized 
sroup were suffering from gastro-intestinal 
symptoms they were included with the healthy 
group as representative of the general popula- 
tion. Of 202 thus examined, two, or 1%, were 
found infected with Entameba histolytica. The 
institutionalized group were members of a chil- 
dren’s orphanage; forty-seven were examined 
and eleven, or 23%, were found infected. 
Kuitunen-Ekbaum,’® in 1940, examined 324 
persons for E. histolytica in Toronto and found 
1% positive. Bews and Choquette," in 1943, 
examined 500 Canadian soldiers stationed in 
Canada and found five, or 1%, positive for E. 
histolytica, Williams surveyed 100 Canadian 
troops in Canada for indigenous E. histolytica 
and found that two were positive, but that 
one of these had spent some time in the 
United States; he therefore considered the 
carrier incidence to be 1%. Routine stool 
examinations of 180 medical students at 
Queen’s University (unpublished records) re- 
vealed five, or 3%, E. histolytica infections. 
Thus, if we ignore the clinical and instita- 
tionalized groups we find that, of the gen- 
eral population a total of 1,306 persons have 
been examined and that, of these, fourteen or 
approximately 1%, were infected with E£. 
histolytica. 

Surveys carried out on Canadian service 
personnel returning from heavily endemic 
ameebiasis areas have shown that the carrier in- 
cidence among these groups is much higher. 
Thus Miller*® examined 209 army personnel who 
had returned from the Mediterranean theatre 
of war and found E. histolytica in 11% of those 
examined. Williams'! found a 18% incidence 
in 500 Canadian troops returning from various 
subtropical theatres of war. 

The finding of a 23% incidence of E. histo- 
lytica infections on a single stool examination 
in a children’s orphanage in Saskatchewan was 
surprisingly high. However, a recent survey 
carried out by Miller and Choquette'* in Mon- 
treal among the inmates of two institutionalized 
groups confirmed the Saskatchewan findings. 
One was a children’s orphanage, and of 163 
children (ages 8 to 11 years) examined, sixty- 
one or 37%, were positive for E. histolytica. 
The other was an old folk’s home; 151 men 
(ages 50 to 95 years) were examined and thirty- 
one, or 20%, were found infected with FE. histo- 
lytica, It should be mentioned that in the above 


surveys three stools were examined for each 
individual. 

If we add the EL. histolytica infections found 
in institutionalized groups together with those 
found in such specialized groups as service per- 
sonnel returned from tropical and subtropical 
zones, to the infections in the general population 
we will get an infection incidence which will 
be greater than the 1% indicated by the figures 
obtained for the surveys quoted above. Further, 
if we take into consideration the fact that, only 
a single stool examination was done in a per- 
centage of the cases in surveys of the general 
population we will realize that the incidence of 
infection of 1%, is considerably lower than the 
actual figure. It is the writer’s opinion that the 
overall incidence of E. histolytica in Canada is 
approximately 2%. This means that about 
240,000 Canadians harbour this parasite. 

The question now arises as to the clinical 
significance of E. histolytica infections in this 
country. While it is true that amebice dysentery 
does not occur as frequently, nor do as large a 
percentage of those infected with E. histolytica 
show clinical manifestations of the infection in 
the temperate zones as in the tropies, it is equally 
true that endemic amebie dysentery does occur 
in Canada. Thus we have the cases referred to 
by Bates, Finlay and Wolbach vide supra. In 
his survey in western Canada in 1938 the writer 
saw a case of acute amebie dysentery in a 
farmer who had not been out of Saskatchewan 
for thirty years. In 1945 a case of amebie 
dysentery was seen in an airman stationed in 
England whose symptoms dated back very 
clearly to a period before he left Canada. 

In order to obtain a more accurate estimate 
of the clinical ameebiasis occurring in Canada 
a letter was cireulated throughout the larger 
hospitals in Canada requesting information on 
the number of admissions for ameebiasis during 
the past ten years. In addition, requests for 
information on ameebiasis were sent to each 
provineial health department. Of fifty-one 
letters sent out to hospitals, thirty replies were 
received and these included all but one of the 
teaching hospitals. The numbers of admissions 
during the years 1936 to 1945 inclusive are 
tabulated below: 


19O6 occas 33 |) Peer eee 4 
19ST... seeee 33 WOON. cc cccee 4 
2 eres 25 be Peerreee 10 
BSSD wncccces 9 Po Peers 15 
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Thus, for the ten years 1936 to 1945, figures 
obtained from the hospital records available 
show that a total at least of 162 persons were 
hospitalized for amebiasis throughout Canada. 
Additional information obtained from hospital 
records showed that the Vancouver General 
Hospital had five fatal cases of amoebiasis in 
the years 1933 to 1945; during the years 1929 
to 1937 the Toronto General had four deaths 
due to amebiasis. From 1936 to 1943 the 
Royal Victoria Hospital in Montreal had eleven 
eases diagnosed clinically as ameebiasis which 
came to autopsy. Of these, four showed patho- 
logical changes suggestive of amecebiasis; one 
had a liver abscess. 

Replies received from the Provincial Health 
Departments did not add a great deal of 
information. In Nova Seotia, ameebiasis has 
been reportable for twenty years, with no 
cases reported. New Brunswick has not made 
amcebiasis a reportable disease. In Quebee, 
amoebiasis is not reportable. Ameebiasis has 
been reportable in Ontario since 1915, with 
only five cases reported since that time. In 
Manitoba, ameebiasis was made reportable in 











1933 with a total of twenty-six cases reported 
since that time of which twelve died. In 
Saskatchewan, ameebiasis has been reportable 
for many years (the exact date is not avail- 
able) and to the present, eight cases have been 
reported. Amebiasis was made reportable in 
Alberta in 1943 but there are no figures avail- 
able for the number of cases since that time. 
In British Columbia, amebiasis has been re- 
portable since 1924, but only two eases have 
been reported since that time. These figures 
are all obviously incomplete, as evidenced by 
hospital records obtained. Information re- 
ceived from the Bureau of Vital Statistics is 
tabulated in Table I. According to these 
figures, from 1924 to 1945, a total of only 
ninety-three cases of amcebiasis have been re- 


ported in Canada. This information only tells 
us that not all cases of amebiasis are reported 
to the Department of Vital Statistics. How- 
ever, the mortality figures for amebiasis are 
more, impressive and show that for the four 
years 1940 to 1943 there were fourteen deaths 


in Canada due to this disease. 





TABLE I. 
Cases or AmMa@pic DysENTERY REPORTED BY PROVINCIAL HEALTH DEPARTMENTS TO 
° THE DomINIOoN BuREAU oF Statistics, DuRING THE YEARS, 1924-1945 
Year Canada (1) P.EJ. NS. N.B. Que. Ont. Man. Sask. Alta. BC. 
1924..... i as ‘i 
1925..... bi “% ws 
1926..... i bi és 
1927..... 4 si - 4, 
1928..... . ‘a it 
1929..... i, he asi ai 
1930..... 15 ts axe aN 15 
1931..... es ed a 3 
1932..... va - sd Ps 
1933..... 3 ae 1 - 2 
1934..... 10 4 1 1 2 2 
1935..... <4 “ 8 - i 
1936..... 4 it 7 Be 3 1 
1937..... 2 1 in . 1 
1938..... ss . - ro es 
1939..... 6 5 és 1 
1940..... 2 2 “a 4 
1941..... 22 6 6 ‘ 
1942..... 1 1 Sz is 
1943..... 12 a 3 7 2 
1944..... - mS . 
1945 (2).. 13 10 3 
(1) Exclusive of Yukon and Northwest Territories. 
(2) Preliminary figures subject to revision. 
DEATHS FROM AmMa@zBIC DYSENTERY IN ‘CANADA BY PROVINCES, 1940-1943 
Year Canada P.EJI. NS. N.B. Que. Ont. Man. Sask. Alta. B.C. 

1940..... 4 3 Se of am . 1 
1941..... 2 - vi a 1 ‘3 vi 1 
1942..... 6 - 1 3 1 J 1 
1943..... 2 j 1 1 
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It is readily realized that a true morbidity 
rate for ameebiasis in Canada is next to impos- 
sible to obtain. The figures obtained from 
hospital records quoted above must be con- 
sidered incomplete because not all the hospitals 
replied, and also because in most medical 
centres clinical ameebiasis is undoubtedly more 
frequently overlooked than it is diagnosed. 
About all that ean be said is that indigenous 
clinical amebiasis does occur in Canada, that 
it can be a most serious condition, and that it 
should not be looked upon in this country as 
an exotie rarity. However, it would appear 
that of the persons infected, the percentage 
showing acute clinical manifestations of ame- 
biasis in Canada is not large. 

The fact that the percentage of EL. histolytica 
infections in the tropics showing severe clinical 
symptoms, is much greater than in temperate 
zones, has worried parasitologists for many 
years, and, to explain it, many theories have been 
proposed of which the following four are prob- 
ably the most authoritative: 

1. There is the theory of Emile Brumpt* who 
divides E. histolytica into three distinct species, 
morphologically identical but physiologically 
distinct in that only one has the ability to 
invade tissue. The pathogenic species he desig- 
nates Entameba dysenterie and it has two 
strains, a normal sized strain and a small or 
minuta strain. Of the non-pathogenic species, 
one he ealls EZ. dispar, which is morphologically 
identical with the normal sized strain of 
Brumpt’s EL. dysenteriz, the other is a small 
species identical in appearance with EH. dysen- 
teriz minuta strain, which he calls LE. hartmanni, 
According to Brumpt, only ZH. dysenteriz can 
eause disease and it is the prevalence of this 
species in the tropies and its comparative rarity 
in temperate areas that explains the high rate 
of acute amebiasis in “tropical zones aS com- 
pared with temperate regions. The only way 
to differentiate these species according to the 
above mentioned author is by animal inocula- 
tions, using kittens in which only EF. dysenteriz 
will cause dysentery. This theory is not gen- 
erally accepted. 

2. Charles F. Craig*® holds the opinion that 
E. histolytica is an obligate tissue feeder within 
the body, and if present within the intestinal 
tract must of necessity cause lesions no matter 
how inconspicuous. According to Craig, the 
factor which limits the degree of tissue damage 
is the ability of the host to replace destroyed 





tissue. Apparently persons in temperate zones 
are better able to repair tissue damage than those 
in the tropics. 

3. Several investigators, including Meleney 
and Frye,’ working with different strains of 
E. histolytica and kittens have presented evi- 
dence suggesting that different strains of this 
parasite differ in their degree of virulence. It 
would follow then that only where virulent 
strains occur will there be clinical amebiasis. 

4, Finally, we have the most recent concept 
which postulates a composite etiology for acute 
amebiasis, in which the organism E. histolytica 
plays only a part. Deschiens,** Spector,?® Nauss 
and Rappaport,”° have all presented experi- 
mental evidence which suggests that certain 
bacteria enhance the pathogenicity of E. histo- 
lytica. Nauss and Rappaport?® and Deschiens 
and Decourt”* have also shown that the enteritis 
initiated by croton oil favours the development 
of acute ameebic dysentery in kittens. 

In the writer’s opinion acute amebic dysen- 
tery depends on two factors, the first being the 
presence of Entameba histolytica in the bowel, 
the second, the presence of some extrinsic factor 
independent of the parasite or the host, which 
acts in some way to enhance the invasive power 
of the parasite and produces ameebie dysentery. 
Without one or the other, amebie dysentery 
cannot develop, and it is probably because this 
extrinsic factor occurs more frequently in the 
tropics that we have a higher incidence of 
amoebic dysentery in these areas. That amebic 
dysentery can develop in non-tropical zones and 
even assume epidemic proportions when the two 
factors come together, that is, E. histolytica and 
the extrinsic factor, is well demonstrated by the 
Chicago epidemies of 1933.?° 

As to the nature of the extrinsic factor in- 
volved, at present we can only make a guess. 
Experimental work quoted above suggests that 
it is something which causes an inflammatory 
condition of the large bowel mucosa. However, 
whether it acts by breaking down the natural 
resistance of normal host mucosa or by stimulat- 
ing the cytolytic powers of the parasite cannot 
be stated at this time. 

The problem of chronic and carrier amebiasis 
is to us in Canada a much more serious one. 
With one-quarter of a million of the population 
infected, it is important to know what symptoms, 
if any, the parasite is causing. According to 
Craig and Faust” all E. histolytica infections 
cause tissue damage no matter how minor. These 
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authors also believe that if a thorough clinical 
examination is made about 50% of all infections 
will show specific symptoms. Sapero”* has pre- 
sented evidence to support this view. If this be 
true then amebiasis must be considered as a 
medical problem of some importance in Canada. 
How important this problem is will depend on 
the results of careful clinical studies of so- 
called carriers of E. histolytica in Canada. 

One more point should be brought up with 
reference to E. histolytica infections. It is well 
established that certain persons harbour E. histo- 
lytica without showing clinical manifestations 
of any sort. The writer has studied a number 
of such cases who were completely asymptomatic, 
and who showed no demonstrable bowel lesions 
on sigmoidoscopy. The question of whether or 
not the patient should be treated brings up a 
controversial point. However, since treatment 
with some of the newer iodine compounds has 
been fairly successful and untoward symptoms 
of treatment are not serious, it is probably 
advisable to institute treatment in these cases. 
On the other hand, the finding of E. histolytica 
cysts in the stool of a patient does not mean 
ipso facto that a diagnosis has been made and 
that further clinical and laboratory investiga- 
tion should cease. The finding of amebe may 
be incidental and serve to divert the attention 
of the physician from the real etiology of the 
disease. The exercise of good clinical judgment 
is all-important in enabling the physician to 
decide whether the E. histolytica infection ex- 
plains all the symptoms, whether the parasite 
is only playing an accessory role in the clinical 
picture, or whether the amebz are relatively 
inactive and are not concerned in the etiology 
of the clinical condition at all. 

In conclusion one might say that amebiasis 
is a medical problem in Canada, although not 
a major one. There will continue to be sporadic 
indigenous as well as imported cases of acute 


amcebiasis, and while the number will not be 
large, amebic dysentery and, more rarely, 
ameebie hepatitis and liver abscess, will occur 
and should be kept in mind in the differential 
diagnosis of such conditions. Finally, we have 
a comparatively large pool of chronic and car- 
rier ameebiasis some of whom are undoubtedly 
showing symptoms of infection, the severity 
and nature of which will await further clinical 


investigations. 
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RéSUME 


Entre 1935 et 1945 on a rapporté 162 cas de dys- 
enterie amibienne au Canada, et de 1940 & 1943, 14 
malades sont morts de cette maladie. 2% de la popula- 
tion, soit 240,000 Canadiens sont atteints d’amibiase. 
Plusieurs théories de pathogénie sont discutées, et il 
semble admis qu’il doit exister un facteur extrinséque 
indispensable pour que 1’E. histolytica devienne patho- 
géne; ce facteur n’est pas clairement établi et il est 
probablement variable. : 


50% des porteurs présentent des signes cliniques & 
des degrés divers. Il importe de bien connaitre ces 
signes. Dans ces conditions, 1’amibiase constitue pour 
nous un probléme d’importance grandissante et il im- 
porte d’y penser fréquemment, de 1’étudier et de 1’ap- 
profondir. JEAN SAUCIER 








‘*The hope that some day we may be able to find 
out exactly which enzymic process is at fault in diabetes, 
and so be able by rectifying the fault, to combat the 
disease, may not be so visionary as some are disposed 
to believe.’’ — Diabetes: Its Pathological Physiology, 
J. J. R. Macleod, 1913. 
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THE TREATMENT OF SOME SURGICAL 
COMPLICATIONS OF AMG:BIASIS* 


By D. L. C. Bingham, M.B., F.R.C.S.(Edin.) 


Professor of Surgery, Queen’s University, 
Kingston, Ont. 


EFORE the war amebiasis was an uncom- 

mon disease in Canada. It was perhaps 
present, in a latent form, in about 1% of the 
population.2 But among the armed forces 
which served in the Far East, India, Ceylon, 
and the Middle East, it was a major problem 
for the medical services. Its incidence was 
high, diagnosis difficult, treatment often unsatis- 
factory, and relapse rate disappointing. In ad- 
dition to those in whom the disease was suffi- 
ciently severe to require hospitalization, many 
suffered either no discomfort or only trifling and 
transient symptoms which rapidly subsided, and 
a high proportion of these became carriers and 
eyst-passers. It is likely, therefore, that many 
returned men who have served in tropical 
countries will bring back with them, in addition 
to other legacies of war, the entameba histo- 
lytica and amebiasis will become more com- 
mon in this country and its diagnosis and treat- 
ment more numerically important. 


THE PATHOLOGY oF AMGBIASIS 


In its active vegetative stage the entameba 
histolytica readily penetrates human tissues. 
Its most common portal of entry is the mucous 
membrane of the large bowel through which 
it passes into the submucous layer, where ‘t 
multiplies and gives rise to a gelatinous ex- 
udate containing relatively few cells. The 
mucous membrane overlying the exudate be- 
comes necrotic and sloughs, leaving ulcerated 
areas the extent of which varies widely from 
ease to case. In some there are only small 
seattered patches of ulceration in the proximal 
large bowel and the intervening mucosa re- 
mains healthy. In others practically the whole 
colon and appendix is involved in the process 
and becomes extensively denuded of epithelium. 
In either case secondary infection by bowel 
bacteria takes place and greatly adds to the 
dangers of the disease. 

From the submucosa the organism may 
penetrate the muscle and peritoneal layers of 
the colon and give rise to peritonitis, with or 





* Read at the 66th Annual Meeting of the Ontario 
Medical Association, Toronto, May 22, 1946. 





without visible perforation. It may also in- 
vade radicles of the portal system and thus be 
carried to the liver where it sets up inflam- 
matory changes and abscess formation. From 
the liver the general circulation may be entered 
and the entameba may be deposited in the 
lungs, spleen, and even the brain. 


COMPLICATIONS 


It will readily be appreciated that a wide 
variety of complications, some of them of sur- 
gical interest, may follow infection with the 
entameba histolytica. These may be divided 
into: the complications of the disease in the 
bowel; ameebie hepatitis and its complications ; 
complications due to more widespread dis- 
semination. 

The more important surgical complications 
of the disease in the large bowel are: peri- 
colic infection, with or without perforation; 
pseudo-appendicitis; hemorrhage; and amebic 
granuloma. 

Pericolic infections not infrequently oceur in 
acute ameebic dysentery and may arise with or 
without obvious perforation of the bowel. 
They are most common in the cxeal region 
where they give rise to symptoms closely 
resembling acute appendicitis. Such cases 
usually give a history of past or recent 
dysentery, which may be of any degree of 
severity from a mild bowel upset with the pas- 
sage of a few diarrheic stools a day for a day 
or two, to a fulminating dysentery. There is 
pain, tenderness, rigidity in the right side of 
the abdomen, a considerable leucocytosis, marked 
toxemia, and a mass which ascends from the 
right iliac fossa towards the hepatic flexure. 
In many eases the thickened ascending colon 
can be felt above the inflammatory swelling, and 
the liver may be enlarged and tender. In 
practically all cases the entameba is present 
in the stool or can be recovered by sigmoid- 
oscopy. If such a ease is subjected to opera- 
tion the cecum and ascending colon will be 
found to be irregularly thickened, will often 
closely resemble damp blotting paper, and will 
always be extremely friable. The appendix is 
commonly involved in the process and its 
removal is disastrous as secondary perforation 
nearly always follows. If the true nature of 
the disease is suspected before operation, and ap- 
propriate medical treatment instituted, marked 
improvement will be obtained in two or three 
days. Some, and they are those without a frank 
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perforation, resolve completely ; others, however, 
develop an abscess in relation to the colon which 
will require drainage, a good recovery usually 
ensuing. 

If however, the abdomen is opened, and the 
typical dysenteric lesions are found, the para- 
eolic gutter should be drained without removal 
of the appendix. Emetine should be given 
without delay, for without specific therapy 
these cases frequently develop a progressive 
phagedenic sloughing of the abdominal wall 
which often terminates fatally. If at operation 
the appendix is found to be acutely inflamed 
it should not be removed, but should be ex- 
teriorized or anchored as near the surface of 
the abdomen as possible, to be dealt with later 
when the specific infection has been brought 
under control. With such treatment the great 
majority of these cases will recover, unless the 
mere extent of the bowel lesions overwhelms 
the patient. 


Although considerably rarer, complications 
similar to those just described for the right 
half of the large bowel may also occur in the 
descending colon and rectum. In spite of the 
advantage enjoyed by the left colon in possess- 
ing no vermiform appendix, and consequently 
being less frequently the object of attack, the 
mortality from peritonitis is high, as loealiza- 
tion after perforation is usually incomplete. 
The clinical features are characteristic. There 
is dysentery, usually of a severe type, with con- 
siderable pain in the left lower abdomen. Co- 
incident with perforation, the lower abdominal 
pain increases, the patient’s condition deterio- 
rates rapidly, and the signs of a spreading 
peritonitis appear. Initially, treatment should 
be similar to that outlined for infections of the 
right colon but in addition, as soon as the 
presence of a pelvic peritonitis is beyond doubt 
(usually within twenty-four hours of perfora- 
tion), the pouch of Douglas should be drained 
either through the rectum or posterior vaginal 
fornix. These cases have a high mortality even 
with prompt diagnosis and efficient treatment. 
It is as yet too early to assess the influence of 
penicillin and sulfadiazine therapy on them, 
but it is probable that, even with their aid, 
more than 5% will die of this complication of 
amcebiasis. 

Hemorrhage. Some blood is always present 
in. the stools of patients with acute. amebic 
dysentery. The amount lost is rarely, by itself, 


serious, though in chronic eases a marked 
secondary anemia may develop. But occasion- 
ally catastrophic hemorrhage may occur. Most 
of these rapidly respond to blood transfusion, 
penicillin, and emetine therapy, but some may 
continue to bleed ferociously and may lose 
ground in spite of continuous and rapid blood 
replacement. The situation then facing the 
surgeon is as difficult as that of the bleeding 
peptic ulcer which does not respond to medical 
treatment. The bleeding may be coming from 
any part of the large bowel ; it may be impossible, 
at operation, to find the bleeding area; and 
the bowel is extremely friable and does not 
lend itself to manipulation. 

I have only once had to deal with such a case, 
although I have knowledge of three others 
which ended fatally. In my own ease, which 
was almost certainly ameebic though this was 
never proved, the patient required 19 pints of 
blood in five days and yet progressively lost 
ground. His only tender area was in the right 
lower quadrant. At operation under local 
anesthesia the first inch of the ascending colon 
was thickened, very friable, and looked like 
wet blotting paper. It was patent that the 
bleeding was coming from this area, the bowel 
refilling with blood almost as rapidly as it was 
milked away. Any extensive procedure was 
completely out of the question owing to the 
patient’s general condition. The _ ileo-colic 
artery was therefore ligated above its bifurea- 
tion into its superior and inferior branches, 
appreciable blanching of the cecum resulting. 
The bleeding ceased and the patient thereafter 
made an excellent recovery. I was indeed for- 
tunate in the outcome of this case, but I make the 
suggestion, for what it is worth, that when faced 
with this problem the surgeon should expose 
the bowel in the most tender area of the ab- 
domen and radically reduce the blood supply 
to any dysenteric lesion found. 

Amebic granuloma is rare and when it occurs 
it may easily be mistaken for carcinoma. Care- 
ful preoperative study and a course of emetine 


usually serve to distinguish between the two 
conditions. Although there appears to be no 
increase in the incidence of cancer of the bowel 
in dysenteric patients, it should always be 
remembered that it may develop in cases with 
chronic amebic dysentery and that the two 
conditions may co-exist, * | 
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AM@BIC HEPATITIS AND ITS COMPLICATIONS 

Ameebie hepatitis is the most common and 
most serious complication of intestinal ame- 
biasis. It may arise at any stage of the disease 
in the bowel and may appear in a wide variety 


of forms. If unrecognized and untreated, 
amcebic hepatitis goes on to suppuration, with 
the formation of liver abscess, a complication 
formerly second only to typhoid as a cause of 
mortality in the British Army in India. Ame- 
bic hepatitis and liver abscess are merely early 
and late stages of infection of the liver with 
the entameba histolytica. Hepatitis rapidly 
responds to emetine therapy; abscess, on the 
other hand, even with modern methods of treat- 
ment, results in a mortality of between 2 and 
5%. In prevention, therefore, lies the essence 
of treatment and abscess should only develop 
in neglected and undiagnosed cases of ameebic 
hepatitis. 

Pre-suppurative ameebie hepatitis exhibits 
every gradation between an intensely acute 
inflammation of the liver and a most chronic 
and insidious illness. It may appear shortly 
after the initial infection of the gut with amebe, 
or may be delayed for many years after all 
dysenteric symptoms have subsided and long 
after the sufferer has left the tropics. In the 
acute form there is often a history of recent 
dysentery or diarrhea. There is a high fever 
of an irregular remittent type accompanied by 
profuse sweating. The liver is enlarged and 
tender and the right (or left) lobe of the dia- 
phragm is elevated and fixed. The cecum and 
other parts of the colon are often thickened 
and tender and frequently there, is amebic 
ulceration in the rectum. Leucocytosis is 
present and may be as high as 30,000 per em., 
80 to 90% of the cells being polymorphonu- 
clears. Jaundice is not usual and if present 
is of mild degree. There is commonly inter- 
costal tenderness with signs of diminished air 
entry into the right lower lobe. A small pleural 
effusion may be present in the right chest 
when the inflammation has spread through the 
diaphragm. 

The chronic form also commences with fever 
which may be the only sign for weeks. Some 
enlargement of the liver is generally present 
but there often is no pain and no tenderness 
in the right upper abdominal quadrant. A 
moderate’ leucocytosis is usually present, with 
a relatively low polymorphonuclear count. 








There is nearly always diminution or loss of 
movement in the right side of the diaphragm. 


Once the diagnosis of amebic hepatitis has 
been made a course of emetine should be 
administered. If only hepatitis is present the 
temperature will fall to normal within a week, 
the leucocytosis will disappear, and abscess 
formation will have been averted. If, however, 
there has been delay in emetine administration, 
after a pre-suppurative stage which may last 
for from two weeks to more than a month, 
abseess formation will oceur. Emetine will 
now fail to produce a fall in temperature and 
a high white blood cell count will continue to 
be present. The liver will remain enlarged 
and may even increase in size. X-ray examina- 
tion will reveal, in addition to elevation and 
fixity of the diaphragm, ‘‘humping”’ or ir- 
regularity in its outline. Pain, both in the 
lower chest and in the region of the acromion 
will continue. There will be a tendency to 
stoop to the right, and coughing on deep in- 
spiration, loss of appetite, malaise, languor, and 
general debility will become well marked. 
After a variable period the abscess will point 
in the xiphi-sternal junction, below the costal 
margin, in the renal angle, or through the chest 
wall. 


The larger amebic abscesses of the liver vary 
in situation and number. In approximately 
70% of cases the abscess is single and is con- 
fined to the right lobe, the posterior and upper’ 
part being the most common site. In the re- 
mainder there is more than one abscess but the 
number rarely exceeds four. Of the single 
abseesses only 15% occur in the left lobe, and 
these may burrow into the base of the left lung, 
the pericardium, stomach, or lesser sac of peri- 
toneum. In the right lobe abscess penetration 
may occur into the right pleura or into the 
lower lobe of the right lung if it is adherent 
to the diaphragm. 

In the early stages the content of a liver 
abseess is yellow necrotic tissue which later 
becomes chocolate-coloured from admixture of 
blood and destroyed liver substance. It looks 


very like anchovy sauce, is viscid and not 
offensive, and may not contain amebe, though 
these are nearly always found in scrapings 
from the wall of the abscess cavity. Secondary 
infection with pyogenic organisms is rare, 
though later this frequency takes place after 
rupture or surgical, interference. 





STRONG: 


TREATMENT OF AM@BIC HEPATITIS AND 
LIvER ABSCESS 


The treatment of either condition commences 
with a course of emetine hydrochloride injec- 
tions, 1 grain per day being given intramuscu- 
larly for 10 to 12 days. If there is only 
hepatitis without suppuration, rapid cure will 
result, the temperature falling to normal with- 
in a week and the enlargement of the liver and 
the leucocytosis also largely subsiding. 

If, after 7 to 10 days of emetine administra- 
tion, symptoms and signs do not disappear, 
abscess formation has taken place. Exploratory 
aspiration of the liver with a medium sized 
trochar and cannula should then be earried out 
with full aseptic precautions under pentothal 
anesthesia. The liver should be systemati- 
cally explored to a depth of not more than 
3.9 inches, and as many as six punctures may 
be required before pus is found. The abscess, 
which may contain as much as 80 to 100 oz. 
of pus, should be thoroughly evacuated, and it 
is good practice to instill 100,000 units of peni- 
eillin in 20 ec. of distilled water into the 
abseess cavity at the conclusion of the opera- 
tion. It may be necessary to repeat this pro- 
cedure in a week or ten days if the abscess 
cavity refills and fever and leucocytosis persist, 
but usually there is considerably less pus at 
the second operation and it is uncommon for 
more than three or four such aspirations to 
be needed. 


After the first course of 10 to 12 days of 
emetine injections has been completed an inter- 
val of 10 days should elapse before a second 
shorter course of 8 daily 1 grain emetine injec- 
tions is given. This should be followed, as in 
all eases of ameebic dysentery or its complica- 
tions, by a course of emetine bismuth iodide or 
diiodoquin to destroy any entamebe which may 
be lurking within the lumen of the bowel. 


Under such a regimen the vast majority of 
cases of ameebic hepatitis and liver abscess will 
recover. A few, however, will suffer from a 
protracted illness as the result of extension 
of the abscess to surrounding tissues, the peri- 
eardium, the pleure, and the lungs. These will 
require, in addition to the specific emetine 
therapy, surgical drainage according to ac- 
cepted principles and procedures, but the 
maxim in all should be to delay interference 
for as long as possible, because the curative 
powers of emetine in amebic dysentery and its 
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complications may be reckoned as among the 
miracles of medicine. 
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RESUME 


L’E. histolytica entre habituellement dans 1’organisme 
par la muqueuse du célon d’ofi elle envahit le foie, et 
parfois, d’autres viscéres. Les complications de 1’ami- 
biase sont la péricolite, 1’*hémorrhagie, 1’hépatite et les 
abcés du foie. La péricolite améne parfois des perfora- 
tions et donne lieu & un aspect d’appendicite dont le 
traitement est trés délicat et surtout conditionné par 
l’état lésionnel observé. L’hémorrhagie nécessitera 
selon les cas les sutures artérielles, notamment, la suture 
de 1’iléo-colique. Le granuléme, complication rare, 
simule souvent le carcinébme. L’hépatite répond bien & 
1’émétine, mais sa complication, l’abeés du foie, devra 
étre traitée chirurgicalement. La marche & suivre et 
les soins vicariants sont décrits. JEAN SAUCIER 
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THE ROLE OF THE EMOTIONS IN THE 
PRODUCTION OF CARDIOVASCULAR 
DISTURBANCES* 


By G. F. Strong, M.D. 


Vancouver 


UDDEN fright produces palpitation and 

tachyeardia which is the simplest example 
of the réle of the emotions in the production of 
cardiovascular disturbanees. The effect of 
long-continued fear, tension, or anxiety in the 
production of persistent cardiovascular symp- 
toms is, of course, equally obvious and is the 
commonest cause of the symptom complex 
ealled neurocireculatory asthenia. 

Very careful and complete examination of 
patients who complain of cardiovascular symp- 
toms will reveal the fact that the majority 
present no objective evidence of organic heart 
disease, but are rather suffering from a so-called 
functional heart condition, the commonest of 
which is called neurocireulatory asthenia. In 
this discussion we must remember that these 
functional disorders involve the peripheral 
circulation as well as the heart. In addition 
to a description of neurocireulatory asthenia, 
an attempt will be made to indicate the respon- 
sibility of the medical profession both in the 
diagnosis and treatment, for it so happens that, 
as doctors, we may on occasion cause or ag- 
gravate rather than cure the very subject of 
our discussion. 


* Read at the Seventy-seventh Annual Meeting of the 
Canadian Medical Association, Section of Psychiatry, 
Banff, Alberta, June 14, 1946. 
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The emotions may act on the damaged as 
well as the intact cardiovascular apparatus, but 
for the purpose of this discussion it would seem 
best to confine ourselves to the functional 
disturbances produced in patients with ap- 
parently normal heart and blood vessels. The 
great majority of these functional conditions 
are included within the all-embracing term of 
neurocirculatory asthenia and, because of the 
great frequency with which it occurs, and the 
largely preventable disability it may produce, 
this malady deserves our careful consideration. 

Neurocireulatory asthenia has also been 
ealled effort syndrome, soldier’s heart, and dis- 
orderly action of the heart. Effort syndrome 
is obviously a poor name, inferring that effort 
is responsible for this trouble and suggesting 
the fear of physical activity to the patient so 
labelled. Soldiers’ heart is also a misnomer 
which is happily being dropped. Disorderly 
action of the heart (D.A.H.) is inadequate 
since, while many patients with neurocircula- 
tory asthenia do have extrasystoles, paroxys- 
mal tachycardia, or even paroxysms or auri- 
eular fibrillation, there are many- who never 
show any cardiac irregularity. The name 
neurocirculatory asthenia seems fitting because 
it indicates the involvement of nervous and 
cirulatory systems and the weakness which is 
often a cardinal symptom. 


Neurocireulatory asthenia oceurs in adults of 
both sexes; the ages most commonly affected 
are the same as for neuroses. It is never found 
in young children but the ‘‘teens’’ may see it, 
and while it is rare in middle or old age, these 
patients are not entirely immune. It is prob- 
ably true that those susceptible to these 
nervous disorders will manifest them in their 
twenties or thirties. Neurocirculatory asthenia 
ean occur as a mild transitory manifestation 
resulting from some obvious emotional strain, 
or it may at times produce a severe and persist- 
ing disability. The medical profession bears a 
grave obligation in this connection because 
early diagnosis and adequate treatment will go 
a long way to prevent this disorder, whereas 
careless diagnosis or improper treatment may 
either produce the whole symptom complex or 
establish it so firmly as to increase the resulting 
disability. 

As in every condition that we encounter, the 
first step in the diagnosis is a careful history, 
and the taking of this history not only reveals 


the way in which the symptoms have developed 
but permits us to gain the insight into the pa- 
tient as an individual that becomes so impor- 
tant onee the diagnosis of this condition is 
made and treatment is undertaken. 


At the risk of repeating what seems already 
well known, it would probably be wise to 
review in detail some of the commoner symp- 
toms of this disorder. This is particularly 
important because these symptoms may individ- 
ually occur in a variety of other conditions and 
may of course have, in that case, quite different 
connotation. Probably the commonest present- 
ing complaint in neurocireculatory asthenia is 
palpitation, which may be the common flutter- 
ing or ‘‘butterflies’’ associated with tachy- 
cardia, or may consist of a consciousness of 
the heart-beat even though the rate is normal. 
‘‘Throbbing’’ may be the patient’s description 
of this symptom and this sensation may be 
limited to the precordium or chest, or it may 
be felt all over the body. Extrasystoles are of 
course common, and are described as the heart 
‘‘flopping’’, ‘‘turning over’’, or ‘‘missing a 
beat’’. In some patients such irregularity is 
very disturbing, while in others it may not 
produce any conscious effect. The frequency 
of paroxysmal tachycardia, which is a suc- 
cession of extrasystoles, has been emphasized 
by recent studies of Friedman. Characteristic 
of paroxysmal tachycardia are the sudden on- 
set and sudden cessation, evidence of which can 
usually be obtained from the history, as, in 
short paroxysms, it is uncommon to have the 
doctor on hand during the attack. Friedman 
adds the interesting observation that these 
attacks of paroxysmal tachycardia are pre- 
ceeded by evidences of ‘‘nervous discharge’’, 
shown by tremor, hyperthermia, sweating, 
pallor, and that these symptoms persist after 
tachyeardia subsides, either spontaneously or 
as a result of treatment. This indicates to him 
that the tachyeardia, like the other nervous 
symptoms, is due to central, probably hypo- 
thalamie disturbance. Tachycardia, either 
sinus or paroxysmal, may persist for years 
without damage to the myocardium. 

Dyspnea is the rule but it is not the shortness 
of breath on exertion that is characteristic of 
organic heart disease. The patients with 
neurocirculatory asthenia complain of dyspnea 
at any and occasionally at all times. The 


respiratory rhythm may be irregular or they 
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may complain that they cannot get enough 
breath, and sighing is frequent. They are more 
apt to show dyspnea on excitement than effort, 
and in a few cases exercise actually abolishes 
the shortness of breath. Orthopnea practically 
never occurs unless by suggestion or because 
of familiarity with a case of organic heart 
disease. Hyperventilation may occur and set 
up the characteristic symptoms attributable to 
the resulting alkalosis. 

Cardiae pain in this condition is apt to be 
of two sorts. The commonest is the submam- 
mary distress at or below the apex of the heart. 
This may be a constant ache, or it may come 
only at times of increased stress or strain. 
While often attributed to effort by the patient, 
eareful questioning will reveal the fact that 
the pain comes during or long after the exer- 
tion, but is not relieved by rest. In this respect 
it differs from the pain of coronary artery heart 
disease which comes with effort and is im- 
mediately relieved by rest. The latter type of 
pain is, of course, almost always behind the 
sternum, a site rarely taken by the pain of 
neurocireulatory asthenia. This submammary 
or apical pain can vary from a distress or burn- 
ing sensation to an ache or a sharp pain. The 
other type of pain encountered in neurocircula- 
tory asthenia is the lancinating distress de- 
scribed as like the thrust of a needle or sharp 
knife, and is transitory, apical, and not related 
to effort. 

The weakness or fatiguability that these pa- 
tients complain of is that found so commonly 
in the psychoneurotic. They find it difficult to 
earry on with their usual duties though they 
present no definite evidences of muscle weak- 
ness such as is found in hyperthyroidism. They 
tire easily and lack stamina or staying power. 
They often complain that they get tired in the 
morning. 

Nervousness in greater or lesser degree is 
always present. This may be associated with a 
tremor, or may only show itself by inability to 
concentrate or to sit still. The tremor may be 


constant and resemble that seen in hyper- 
thyroidism, or it may come only at times of 
increased tension, to which these patients are 
With the tremor is 
usually. found cold wet hands, again unlike 


so readily susceptible. 


hyperthyroidism, in which the extremities are 


warm. — 7 
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Insomnia is often troublesome and can, of 
course, aggravate the other nervous symptoms. 
It is of interest that White has recently 
pointed out that insomnia may be the first early 
symptom of left ventricular failure. Hyper- 
thermia, with an oral temperature of 99 to 
99.4° is oceasionally found. 

That emotional instability is common in these 
patients is well known, and was aptly described 
by the young negro woman who was being 
presented before a clinic at one of the annual 
meetings of the American College of Phy- 
sicians. In her anxiety to give the presiding 
doctor all the help she could she replied, in re- 
sponse to his query as to whether she cried 
easily, by saying, ‘‘Doectah, ah cries so easy 
that sometimes ah thinks mah bladder is right 
in mah eyes’’. 

The cold extremities found on examination 
have been mentioned, but in addition there are 
the patients who complain of a subjective 
sensation of cold hands and feet. It is surpris- 
ing how many patients with this complaint 
consult a doctor, convinced that their cold 
extremities are due to serious heart disease. 

Giddiness is another common symptom and 
may consist of a momentary unsteadiness on 
change of posture, particularly on getting up 
quickly, or a more severe vertigo. Occasionally 
this giddiness leads to a feeling of faintness, 
although real fainting with loss of conscious- 
ness is rare. 


In short, in neurocireulatory asthenia we find 
most of the symptoms that are usually 
experienced by the patient with organic heart 
disease, plus those that are definitely nervous 
in origin. It should be clear, however, that 
eareful study of these symptoms will show 
important and definite differences when com- 
pared with the complaints offered by patients 
with organic cardiovascular disease. 


Again let us remember that the symptoms of 
this functional heart disorder may occur in a 
patient with real struetural damage to the 
heart or blood vessels. Mitral stenosis or luetie 
aortitis offer no immunity against neurocireula- 
tory asthenia. 


Physical examination may reveal nothing 


but the evidences of the neurotic basis for this 
condition. There is a more or less common 


facial expression in neurocireulatory asthenia, 
similar to. any. anxiety, state, a.tense anxious 
expression. that ,experience can detect even 
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under the camouflage of modern cosmetics. 
There is, too, a characteristic manner in which 
the patients present the multiplicity of their 
symptoms, and an over-anxiety to detail all the 
minutie of their subjective sensations. The 
physical signs in an uncomplicated case may 
be only tachyeardia, with occasional cardiac 
irregularity, and cold moist extremities, often 
with a tremor of the extended fingers. Labora- 
tory findings may be of no help except for the 
negative value of the normal findings. Master? 
has mentioned a small heart, as shown by x-ray, 
but in my experience the heart size is of no 
significance. The finding of ecardiae enlarge- 
ment indicates organic heart disease which may 
or may not be present in a patient with neuro- 
circulatory asthenia, who will in an uncompli- 
cated case show a heart of normal size. The 
electrocardiogram presents no characteristic 
findings, but it should be emphasized again and 
again that minor changes in the electrocardio- 
gram may occur in the course of neurocireula- 
tory asthenia as a result of autonomic im- 
balance,* * and these changes must be interpreted 
along with the history, symptoms, and physical 
signs. There is often evidence of disturbance 
of glucose metabolism, shown by a flat sugar 
eurve® which can be taken as but another 
evidence of the disturbance of the autonomic 
nervous system. 


The diagnosis of this condition ean therefore 
only be arrived at by painstaking methods. A 
eareful and detailed history is important, a 
thorough physical examination must be per- 
formed and, in addition, such laboratory aids 
as cardiogram and x-ray should be utilized 
where available. To make this diagnosis, the 
doctor must have an understanding of the 
significance of the presenting symptoms and he 
must be able to separate the wheat from the 
chaff. He must also understand the underlying 
nervous basis from which these symptoms arise. 


In the differential diagnosis there are four 
conditions which are most apt to cause con- 
fusion: mild hyperthyroidism : early pulmonary 
tuberculosis; early mitral stenosis; and chronic 
brucellosis. The hyperthyroidism can usually 
be distinguished by the persisting tachycardia, 
warm moist hands, with fine tremor of the 
extended fingers, heat intolerance, muscular 
weakness, weight loss, and of course the defi- 
nitely elevated metabolic rate. There are still, 
however, many border-line cases in which the 


distinction between neurocirculatory asthenia 
and thyrotoxicosis is impossible. A therapeutic 
test with iodine, as Lugol’s solution, or thioura- 
cil, may be necessary. The neurocirculatory 
asthenia will, of course, not respond to either 
of these preparations. Transitions of neuro- 
circulatory asthenia to Graves’ disease, and the 
reverse, have been reported.® Early pulmonary 
tuberculosis can also present a very similar pic- 
ture. Here the differential diagnosis may not be 
established until x-ray evidence of parenchymal 
pulmonary disease is apparent. In rheumatic 
heart disease with early mitral valve involvement 
the picture presented may be much the same. 
The history of any of the initial manifestations 
of rheumatic infection, such as acute rheumatic 
fever, or chorea, in the patient or in his family, 
the increased white blood count and sedimenta- 
tion rate, and the persisting signs of organic 
valvular involvement, will be helpful. The fact 
that neurocirculatory asthenia can show a 
hyperthermia only adds to the confusion with 
tuberculosis, rheumatic infection and chronic 
brucellosis. This latter condition must be kept in 
mind, though it is probably not as frequent as 
enthusiasts would have us believe. It is to be 
hoped that chronic brucellosis ean be diagnosed 
by one or more of the immune reactions to that 
infection. 


The medical profession has a grave obliga- 
tion to patients with neurocireulatory asthenia 
which may be discussed under two headings. 
There is the responsibility of the doctor who 
sees these patients in the first instance, and it 
is here that most ean be done; and the subse- 
quent obligation of the doctor who diagnoses 
and treats the long-established ease. 


The first step in the treatment of any case of 
neurocireulatory asthenia is a careful diagnosis, 
and there is no class of patient more grateful 
for a thorough study of their condition than 
the individual with this disorder. It is here that 
the medical profession may fail to ‘measure up 
to its full responsibility. A slipshod examina- 
tion that reveals a tachyeardia and possibly 
a systolic murmur in a patient complaining of 
dyspnoea, weakness, and pain in the left chest, 
has led many a doctor to label the patient as 
one having a ‘‘bad heart’’. Sometimes the pa- 
tient is put to bed and his worry is intensified. 
The mere fact that the doctor says ‘‘bad heart’’ 
is enough by way of suggestion to produce a 
long continued disability. It is strange that 
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the suggestion that somethirtg is wrong always 
seems more potent than the contra-suggestion 
that all is well. In the illustration cited, of 
course, a strong suggestion that the patient was 
well and free from organic heart disease, in the 
first instance, and that means the first time the 
patient consults the doctor, would have been 
most beneficial. 


Where we have to deal with a long estab- 
lished neurocireulatory asthenia, it is still true 
that the first step in ‘treatment is the complete 
examination already mentioned. We are then 
faced with the necessity of overcoming by re- 
assurance and suggestion, with the help of 
medicine, the convictions already fixed that the 
patient is in a bad way with heart disease. The 
effect of reassurance and suggestion depends 
on the way in which it is presented to the pa- 
tient and, of course, on the insight and judgment 
of the patient himself. The use of sedatives at 
this stage is often imperative. Phenobarbital has 
pretty well replaced bromides because of the 
greater danger of toxic effects (bromism) from 
the latter. Phenobarbital should be used in doses 
sufficient to secure the desired result ; a quarter 
of a grain two to four times a day may be 
enough, but the more usual dose is one-half 
grain three times a day. Something for sleep 
is also indicated since insomnia is so common 
and since complete rest cannot be secured un- 
less the patient can get a good night’s sleep. 
The milder barbiturates are best employed and 
any one preparation should be changed from 
time to time. Tea, coffee, tobacco, and alcohol 


should probably all be proscribed, at least dur-- 


ing the early stages of treatment. These pa- 
tient do not need to go to hospital, nor do they 
need prolonged bed rest, and indeed the latter 
may be very deleterious. The diet should be 
adjusted to the individual’s needs, the fat pa- 
tients being reduced, and the thin ones ‘‘built 
up’’. 


SUMMARY 


In neurocirculatory asthenia we have, there- 
fore, an excellent example of one of the really 
serious cardiovascular disturbances produced 
by the emotions. The resulting disability may 
be severe and persistent. Early diagnosis and 
adequate treatment can do much to prevent 


and relieve this common eardiae condition. 
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RéSUME 


L’asthénie neurocirculatoire est un autre vocable 
pour désigner la névrose cardio-vasculaire. Il s’agit 
d’un état qui frappe surtout les adolescents. La descrip- 


tion qui en est faite ici s’addresse & des individus in- 


demnes de lésions cardio-vasculaire, mais la névrose 
cardio-vasculaire peut également co-exister chez les 
cardiaques véritables. La symptématologie et les élé- 
ments du diagnostic sont exposés de facon succincte. 
Le diagnostic précoce et l’application immédiate du 
traitement éviteront le passage a la chronicité et permet- 
tront de mettre fin rapidement & un état par ailleurs 
sans gravité. JEAN SAUCIER 





CARCINOMA OF THE BLADDER* 
By R. H. Flocks, M.D. 


Associate Professor of Urology, 
University of Iowa, School of Medicine, 
Iowa City, Iowa 


N analysis of 540 cases of carcinoma of the 

bladder which were seen in -the University 
Hospitals from 1930 to 1942 showed several 
features of extreme interest. The high incidence 
of this disease is recorded in Table I. Five per 
cent of all admissions to the Urological Depart- 
ment and 0.5% of all admissions to the hospital 
during this period were patients diagnosed as 
carcinoma of the bladder. This series does not 
include small papillary tumours or neoplasms 
which were smaller than 1.5 em. in diameter, 


TABLE I. 


INCIDENCE OF PATIENTS WITH CARCINOMA OF BLADDER 
AT THE UNIVERSITY HOospPITALs 


Total Total 
admissions admission Patients 
to to with car- 
university Per- urological cinomaof Per- 
Year hospitals centage _ service bladder centage 
1930... 12,048 0.6 948 75 7.9 
1931... 13,537 0.5 880 68 Tt 
1932... 14,591 0.3 973 47 4.8 
1933... 15,783 0.4 1,099 63 5.8 
1934... 18,232 0.3 1,217 56 4.6 
1940... 21,564 0.4 1,397 81 5.8 
1941... 20,996 0.4 1,450 85 5.8 
1942... 19,068 0.4 1,411 84 5.8 
1943... 18,233 0.5 1,510 90 5.9 
1944... 18,040 0.4 1,585 82 §.2 
Total. . 172,092 0.4 12,473 731 5.8 


* Read at the Seventy-seventh Annual Meeting of the 
Canadian Medical Association, General Session, Banff, 
Alberta, June 14, 1946. 
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which could be fulgurated easily with the 
Bugbee electrode through a Brown-Buerger 
cystoscope. The patients under consideration all 
had definitely malignant tumours. 

Table II presents the age distribution in this 
series. It is interesting to note that several 
cases occurred in patients from 20 to 29 years 
. of age. The vast majority of patients, however, 
were in the age period between fifty and eighty 
years, Since this portion of the population is 
inereasing in numbers, the problem of care of 
patients with carcinoma of the bladder is 
developing proportionately. 


TABLE II. 


CARCINOMA OF THE BLADDER 
AGE DIstTRIBUTION IN 540 PATIENTS 


Total % of Known dead % of 
Age series total in series total dead 

20-29.... 4 0.7 2 0.8 
30-39.... 16 3.0 4 1.6 
40-49.... 49 9.1 14 5.8 
50-59.... 125 23.1 51 21.1 
60-69.... 199 36.8 94 38.9 
70-79.... 127 23.5 68 28.1 
80-89.... 19 3.5 9 3.7 
90-99.... 1 0.2 
Totals... 540 242 


Carcinoma of the bladder usually is considered 
as a lesion which grows slowly and metastasizes 
late. In recent years, however, the subject has 
been studied more completely and it has been 
demonstrated when postmortem examinations 
are made that the incidence of metastatic lesions 
from carcinoma of the bladder may be as high 
as 30%. It is probable, however, that in pa- 
tients who are seen earlier the incidence is much 
lower. In our series of cases metastases were 
found in 22, or 4.1% of the total. In 12 of the 
22, the metastatic lesions involved the skeleton. 


TaBLe IV. 


CARCINOMA OF THE BLADDER 
PRESENTING SYMPTOMS IN A SERIES OF 540 PATIENTS 


Number in % of Number of Number of Number in % of 

Symptom those living totalliving known dead total deaths total series total 

IR i cvierad sc danas anion 209 70.0 118 49.0 327 60.6 

Hematuria + irritation ..... 25 8.3 15 6.2 40 ? 

Bladder irritation............ 57 19.0 93 38.4 150 
Epididiymmitig. .. 0... ccc ccece 1 1 
Bladder neck obstruction... .. 4 4 8 
Renal obstruction, unilateral. . 1 5 6 
Ayes ag shane cee Ws 0 4 4 
. ee ee 1 1 2 
Passage of small stones....... 0 1 1 
ba Macs ceeds abwaes eee 0 1 1 
has dua tccbcen dsaeaeee 298 242 540 
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TABLE III. 


CARCINOMA OF THE BLADDER 
METASTASES TO ORGANS OTHER THAN THE REGIONAL A 
Lympo Nopges In A Series or 540 Patients 


I 6nd Serccae > kx oer can tly waa t 

Re eh sai gy ore wea ebs 6 ra 1 
ak wie BB 60k 4 ed ek ORS A 6 
CO Ser eee rere Pre a 
RW Hd o.o8 & aed Nace be laces ews 3 
I os cine vaen ce aanenses 1 
UNM gi art yet Es og are 2 
TRORMUOMIIN 8 8. ote. aw bu Bey os 22 


The combination of late metastasis and a high 
incidence of recurrence indicates that an early 
diagnosis is of much importance and should lead 
to improved results from all types of treatment. 
It means that radical removal of the tumour 
should give a high percentage of cures. In this 
series of 540 patients the average time interval 
between the occurrence of the first symptom and 
the diagnosis was one and one-half years. Ob- 
viously, more intensive efforts must be made to 
educate the public.and the medical profession 
with regard to the significance of hematuria, the 
symptoms of bladder irritation, and the neces- 
sity of complete urological examination in sus- 
pected cases (Table IV). It encourages the 
belief that radical therapy is justified in suitable 
cases. 


The type of treatment which is to be used 
and the results to be expected depend upon the 
character of the tumour and the condition of the 
patient. If the patient is old and has coinci- 
dental disease or there are extensive changes in 
the urinary tract as a result of the presence of 
the bladder tumour, the type of therapy and 
the prognosis are much different than when such 
conditions are not present. All the tumours in 
this series were classified pathologically as either 
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papillary carcinoma, Grades II, III, or IV; 
epidermoid carcinoma; or adenocarcinoma. From 
a practical clinical point of view it was found 
useful to divide the tumours into three main 
types (Table V): (1) papillary tumours; (2) 
infiltrating tumours confined within the bladder 
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had a suprapubic fulguration died of urinary 
tract infection postoperatively. With earlier 
diagnosis transurethral resection offers much to 
patients with tumours who fall in this group. 
There were 249 patients with tumours con- 
sidered to be entirely within the bladder or 


TABLE V. 


CARCINOMA OF BLADDER 


Type oF TUMOUR IN A SERIES OF 540 PATIENTS. 


Total 
Type 





168 
249 
123 


540 


31.1 
46.1 
22.8 


Infiltrating within bladder wall...... 
Infiltrating through bladder wall... . 


Totals 


wall; and (3) infiltrating tumours extending 
through the bladder wall. This differentiation 
was made upon the basis of the cystoseopie ap- 
pearance of the tumour, the microscopic appear- 
ance of portions of it, and bimanual palpation 
under spinal or other anesthesia. There is a 
striking difference in the percentage of patients 
‘‘eontrolled’’ (living and apparently well) based 
upon this classification (Table V). From the 
analysis of the patients who are classified as in 
the ‘‘papillary’’ group it would seem that with 
earlier diagnosis and somewhat more extensive 
therapy almost 100% of patients could be con- 
trolled. On the other hand, surgery and irradia- 
tion therapy offered nothing to those patients 
who were diagnosed as having tumours ‘‘in- 
filtrating outside the bladder wall’’. The study 
revealed that possibly more radical surgical 
therapy was indicated in those patients who had 
tumours classified as ‘‘infiltrating but confined 
within the bladder wall’’. 

There were 168 patients whose tumours were 
considered papillary, single, multiple, small, and 
large (Table VI). The smallest neoplasm was 
1.5 em. in diameter. The largest weighed over 
a half pound, and was distributed very exten- 
sively over the bladder in the form of multiple 
papillary tumours. In this group of 168 pa- 
tients the disease was controlled in 130, three 
could not be followed and 23 are dead or dying 
of the disease. Twelve deaths were due to the 
operation. Transurethral resection was _ per- 
formed on 167 patients, 11 of whom died of the 
operation. All of the patients who died had 
large tumours and two.were in very poor condi- 
tion prior to operation. The one patient who 


series Y% of total controlled 


REsvutts OF TREATMENT 


Number known 
dead or dying 
with disease 


Number Number 


not followed 
130 77.4 3 35 
99 39.7 35 114 
2 1.6 121 


270 


oO 
controlled 


231 42.8 38 


TABLE VI. 


CARCINOMA OF BLADDER 
TREATMENT OF 168 PapILLARY TUMOURS 


No. No. No. dead 
con- not or dying 
trolled followed of disease 





Oper- 
No. ative 


Treatment treated deaths 





Transurethral 
resection. ... 

Suprapubic 
fulguration. . 1 1 


167 11 130 3 23 





bladder wall but definitely infiltrating into the 
bladder wall (Table VII). In this group, 126 
patients were treated only by transurethral re- 
section. In 67 of these the disease is known 
to be under control: 6 patients died post- 


TasBLe VII. 


CARCINOMA OF THE BLADDER 
TREATMENT OF 249 PATIENTS WITH INFILTRATING 
CARCINOMA CONFINED WITHIN THE URINARY BLADDER 


Oper- No. No. No. dead 
No. ative con- not or dying 


Treatment treated deaths trolled followed of disease 


Transurethral 
resection. ... 
Transurethral 
resection + 
x-ray therapy 74 23 
Partial 
cystectomy. . 13 
Suprapubic 
fulguration.. 16 
X-ray therapy 


126 6 67 


Radon seeds... 
Radium supra- 
pubically.... 
Total cystec- 
tomy 
Ureterointes- 
tinal anasto- 


Bilateral 
pyelostomy.. 
No treatment. . 








a 


Paras 


eres ary 
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operatively and 8 are dying with the disease; 
29 patients are known to have died of malig- 
nancy ; 16 could not be followed. If we exclude 
the 16 patients who were not followed, in 67, 
' or 61%, of the remaining 110 patients the dis- 
ease was controlled by transurethral resection 
only and 37 patients (excluding those who died 
postoperatively) did not respond to this treat- 
ment, although they were considered operable. 
Of the 249 patients in this group, 74 were 
treated by transurethral resection followed by 
deep x-ray therapy. In only 23 of these cases 
is the disease known to be under control. 

To summarize, then, 367 patients had either 
papillary tumours or neoplasms which infil- 
trated the bladder wall but had not penetrated 
through it. They were treated by trans- 
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received only x-ray therapy. These are dead 
of the disease. One had radon seeds implanted 
transurethrally and is dying of the disease. 
One had radium implanted suprapubieally and 
still is well. Two had total cystectomy, one 
with ureteral implantation into the skin; in the 
other the ureters were implanted in the bowel. 
They are still well. Two patients died from 
ureterointestinal anastomosis prior to cysé- 
ectomy ; one died from bilateral pyelostomy be- 
fore cystectomy. 

The type of treatment and the results ob- 
tained in the 123 patients with inoperable 
earcinoma of the bladder is summarized in 
Table VIII. Note that the transurethral re- 
section is of definite value as palliative therapy 
in such eases. 


Taste VIII, 


TREATMENT OF 123 PaTIENTS WITH INFILTRATING CARCINOMA OF THE BLADDER 
HICH CLINICALLY HAD EXTENDED OUTSIDE THE BLADDER WALL 


Treatment 


Transurethral resection 

Transurethral resection + x-ray therapy 
X-ray treatment alone 

Radon implant 

Suprapubic fulguration 

Partial cystectomy 

Ureteral intestinal anastomosis for palliation 


Total cystectomy + ureterointestinal anastomosis 
No treatment 


Total cases 


urethral resection only, or in conjunction with 
x-ray therapy. In 220 patients the disease was 
controlled, 37 could not be followed, 93 are 
dead or dying of the disease. Seventeen pa- 
tients died from the operation, an operation 
mortality of 4.6%. | : 
Of the 249 patients which were definitely 
infiltrating, but which had not yet spread out- 
side the bladder wall, 49 received treatment 
other than transurethral resection only or with 
x-ray therapy. Seven received no treatment 
because they were considered too ill from the 
complications of the disease. In 13 partial 
cystectomy was'‘performed. Of these, five have 
the disease under control. Six are either dead 
or dying of the disease, and two died post- 
operatively. In 16 a suprapubic cystostomy 
was done with fulguration of the base of the 
tumour. Of these, one is well, two could not 
be followed, eight. are dead or dying of the 
disease, and five died postoperatively. Six 


Number ative 
treated 


Oper- Number Number Number 
con- not improved 


trolled followed for a time 


Number dead or 
dying with 


deaths disease 


7 2 4 35 
| 


8 
1 


What is the significanee of these results? In 
patients who have tumour, papillary, (with or 
without some infiltration), transurethral resec- 
tion with multiple sittings and through fulgur- 
ation of the base, or bases, of the tumour yield 
good results (Table IX; Figs. 1, 2, 3 and 4). 
The immediate mortality is low in this series 


of consecutive, unselected cases, and __ the 
ultimate results are good. Transurethral re- 
section has made possible the rapid, accurate 
removal of papillary tumours and has obviated 
the necessity of suprapubic fulguration, which 
earries a much higher mortality. Tumours of 
any size may be removed transurethrally as 
long as they have not infiltrated deeply into 
the base or wall of the bladder. On the other 
hand, when extensive infiltration in the bladder 
wall is present (all adeno-carecinomas fall into 
this category), transurethral resection is of 
little or no value from the point of view of 
control of the tumour. Thus, in this series of 
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367 patients treated by transurethral resection, 
in 93 the disease was not controlled, although 
the tumours seemed to be limited to the bladder 
and its wall, when examined by cystoscopy, 
bimanual palpation under anesthesia, and mi- 
eroscopic examination of tissue. How then can 
one determine which patients will not respond 
to transurethral resection therapy and what 
alternate treatment should be instituted in this 
group? As I see it, this is the important prob- 
lem in the treatment of carcinoma of the blad- 
der at the present time. 

To determine whether an individual patient 
will or will not respond to transurethral re- 


Fig. 1 
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TaBLE IX. 


TRANSURETHRAL RESECTION IN THE TREATMENT OF 167 
PATIENTS WITH PAPILLARY CARCINOMA OF THE BLADDER 
AND 200 PaTIENTS WITH INFILTRATING CARCINOMA 
ConFINED WITHIN THE BLADDER 


Total patients treated 

Operative deaths 

Operative mortality 

No. of patients controlled 

No. of patients not followed 

No. of patients who did not respond to this form of 
therapy 


section necessitates a thorough study with 
cystoscopic examination, bimanual examination 
under anesthesia, and microscopic study of the 
tumour. In most instances such procedures 


A 49 year old white male entered the University Hospitals August 11, 1945, with a story of symptom- 


less hematuria for one and one-half years. Excretory urogram (A) showed normal kidneys and ureters. 
Cystourethrogram (B) revealed a large tumour of the bladder situated on the right side near the internal 
urethral orifice. Cystoscopic examination revealed three separate tumours, one on the trigone near the 
right ureteral orifice with a base 2 cm. in diameter; another about 2 cm. in diameter on the right lateral 
wall and invading the prostate; and a third, which was flat anc infiltrating, involving the prostate ante- 
Tiorly. On August 13, transurethral resection of the tumours and thorough fulguration of the bases was 
performed. The pathological report (C) was papillary carcinoma of the bladder. Check up cystoscopic 
examination on October 15, and again January, 1946, and April, 1946, revealed a well healed bladder neck. 
Total cystectomy was not needed in this case. Fig. 2—A 79 year old white female was admitted to the 
University Hospitals on January 18, 1938, complaining of hematuria, urgency and asthma for many years. 
Intravenous pyelograms. showed some dilatation on the right side with fair function. The left kidney 
showed very poor function with marked ureteral dilatation. Air cystograms (A and B) showed a bladder 
tumour 6.5 by 4.5 cm. attached to the left lateral wall. On January 21, 1938, we removed transurethrally 
36.0 gm. of tissue. On January 27, 1938, 8.0 more grams of tissue were removed. No x-ray therapy was 
given because the patient was too old and in too poor condition to stand a complete course. Definite 
induration could be palpated per vaginam. The pathological report on the tissue removed was transitional 


cell carcinoma of the bladder of the medullary type (C). Check-up examination in April, 1946, was 
negative for any recurrent or new tumour. 
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Pig. 3 


Fig. 3.—(A and B).. Cystogram and cystourethrogram of a patient with a very large papillary car- 
cinoma of the bladder. On March 17, 1943, 82.0 gm. of tissue were removed transurethrally and the base 
of the tumour coagulated. Good result when last checked in April, 1946. (B and C). Cystogram illus- 
trating the bladder following the removal of 212.0 gm. of tumour tissue in a patient with multiple large 
papillary carcinomas of the bladder. Good result. These cases illustrate that size in itself is no contra- 
indication to the use of transurethral surgery. However, if the tumour penetrates quite deeply through 
the bladder wall open surgery is definitely indicated. Fig. 4.—A 56 year old white female admitted to the 
University Hospitals, February 19, 1941, with a story of bladder irritation and intermittent gross hematuria 
of four months’ duration. Intravenous pyelograms (A) show good function with little dilatation of the 
ureter. The kidney pelves are not dilated. Cystograms (B and C) show a very extensive papillary 
type of tumour involving practically the entire bladder, more extensive on the left side and at the base. 
Cystoscopic examination showed a very extensive papillary carcinoma of the bladder. On pelvic ex- 
amination there was some evidence of induration about the base of the bladder. Transurethral resection of 
the tumours with fulguration of their bases was performed on February 19, 1941, 55.0 grams of tissue 
were removed, and again on February 25 and March 8, with 65.0 more grams of tissue being removed. 


Fig. 4 





Following this deep x-ray therapy (16,200 roentgens) was given. 


left the hospital on May 7, 1941, in good condition. 
dence of recurrence. 
transitional cell carcinoma of the bladder. 


will reveal the answer. All adeno-carcinomas, 
all tumours with extensive infiltration, defina- 
ble by eystoscopie examination or palpation, 
will not respond to transurethral therapy. In 
the borderline situation, through transurethral 
resection of the tumours is performed. The 
patient is permitted to return home and a 
thorough re-examination is performed in be- 
tween two and two and one-half months. If 
there has not been great improvement in the 
condition, further transurethral resection is 
abandoned and other therapy is instituted. 
The patient is then considered as belonging to 
the group: in which good results cannot be 
expected by such therapy. Deep x-ray irradia- 
tion only, in our hands, has been unsatisfactory 
and, therefore, three types of therapy must be 
considered in the treatment of patients of this 
group: much more extensive irradiation, ex- 
tensive surgery, or a combination of these two. 


No new tumours have formed. 


She stood the procedures nicely and 


Check-up examination in April, 1946, showed no evi- 


The pathological report upon the tissue (D) was 


I have had too little experience with ‘more 
extensive irradiation to be able to give an 
opinion with regard to its value in the cases 
under discussion. In our experience deep 
x-ray therapy is not of value in these cases. 
Its efficacy in conjunction with extensive sur- 
gery would make an interesting comparison 
with the results of surgery alone. 

Partial cystectomy has definite limitations. 
(Table X). The cardinal principle in the sur- 
gery of carcinoma is wide excision and, unless 
the tumour is located very favourably, this is 


TABLE X. 


PartTIAL CysTECTOMY IN THE TREATMENT OF 
CARCINOMA OF BLADDER 


OUME DORNNNOD SUUNN 1 6. bc des cen iceececi ces 16 


CRON IORANN sooo bona cn dein Oars i wecdes 2 
Omeemitive mnortenty oo. i ooh ics Cor ee Se 12.5% 
No. of patients controlled. ...................... 

No. of patients dead or dying with disease......... 9 
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Fig. 5 Fig. 6 


Fig. 5.—A 65 year old white male admitted to the University Hospitals on November 14, 1939, com- 
plaining of intermittent gross hematuria of five years’ duration. Cystograms and cystourethrograms (A and 
B) show a filling defect about the size of a golf ball on the anterior surface of the bladder well away 
from the internal urethral orifice. Cystoscopic examination on November 16, 1939, showed a tumour of the 
bladder involving the anterior bladder wall. Its base was 5 cm. in diameter and there was a good deal of 
induration and infiltration present. On November 20, 1939, partial cystectomy was done. The gross ap- 
pearance of the tumour is illustrated in C and D. The pathological diagnosis upon the tissue removed 
was adenocarcinoma of the bladder. At the present check up, April, 1946, there is no evidence of any 
new or recurrence of old tumour. In this case, because of the induration and the character of the tumour, 
total removal of the tumour—open surgery—was necessary. Since it was so located that it could be re- 
moved with a wide margin, partial cystectomy was the procedure of choice. Fig. 6.—A 63 year old white 
female was admitted to the University Hospitals May 14, 1940, complaining of gross hematuria of ten days’ 
duration. Cystogram (A and B) showed evidence of a rather flat tumour located on the left anterior wall 
of the bladder. The intravenous pyelograms (C) showed a normal upper urinary tract. On May 20, 1940, 
partial cystectomy was performed. The tumour was found to be a flat, infiltrating carcinoma with some 
necrosis of the surface. The wound was healed by June 11, 1940, and following this a course of deep 
x-ray was given. The total roentgens given to the tumour was 14,400. The pathological report upon 
the tissue obtained was epidermoid carcinoma of the bladder (D). In April, 1946, the patient is alive 
and well and there is no evidence of new tumour or recurrence of the old. 


not possible -by means of partial cystectomy 
(Figs. 5, 6 and 7). This is attested by the 
reports in the literature and by our own results 
in a series of 13 patients, in which the disease 
could be controlled in only five. In the entire 
series, only 13 patients were considered suitable 
for partial cystectomy. 

The other alternative, as far as open surgery 
is concerned, is total cystectomy (Figs. 8, 9 


Fig. 7A and B show the gross specimen in a 
patient who had an infiltrating carcinoma of the 
bladder so situated that it could be removed with a 
wide margin. Contrast this with C and D. Here a 
flat, infiltrating carcinoma of the bladder involving 
the right ureteral orifice was seen. - Partial cystectomy 
was performed but the margin about the tumour even 
after transplantation of the right ureter elsewhere 
into the bladder, is so small that the chances for 
recurrence are good. In such a case more radical open 
surgery (total cystectomy) should be performed. 
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and 10). In the evaluation of this procedure 
the mortality ‘associated with transplantation 
of the ureters, either to the skin or to the 
bowel prior to total cystectomy, and the 
mortality of total cystectomy in a group of pa- 
tients in this age period, must be considered. 
In order to make such a procedure popular and 
useful, transplantation of the ureters to the 
bowel rather than to the skin followed by total 
cystectomy must be performed with a low 
mortality. If such a procedure can be carried 
out, most of these patients may be subjected to 


e 


Fig. 8 
Fig. 8.—A 49 year old white male was admitted to the University Hospitals on March 2, 1943, com- 


plaining of bladder irritation, gross hematuria of one year’s duration. 


this procedure early enough so that one would 
expect at least an adequate percentage of cases 
in which the disease was controlled. In our 
experience, during the period covered by the 
cases in this series five patients were considered 
as candidates for this procedure. Three of 
them died before total cystectomy could be car- 
ried out. Of these three, two died following 
ureterointestinal anastomosis and one follow- 
ing bilateral pyelostomy. In the other two pa- 
tients total cystectomy was carried out with 
good results. 





Fig. 9 


Exeretory urogram showed no 





function on the left side and a filling defect in the excretory cystogram in the left lateral wall of the 
bladder. Cystoscopic examination showed a large infiltrating carcinoma of the bladder involving the 
left lateral wall and also the bladder neck. Rectal examination showed definite infiltration around the 
base of the bladder on the left side. Transurethral resection was performed on March 3, and thor- 
ough fulguration of the base of the tumour followed this. On April 5 check up examination showed that- 
although the excretory urogram (A), showed function on the left side with no dilatation of the ureter 
or kidney pelvis there was still much evidence of carcinoma with a good deal of induration. Locally 
there had been very little improvement as the result of the transurethral resection and fulguration of the 
tumour. Total cystectomy was therefore indicated. On April 9 a bilateral ureteral intestinal anastomosis 
was performed by a method similar to Jewett’s. On May 28 a total cystectomy was performed and at 
that time .the communication between the ureter and the bowel was made, so that a side-to-side anastomosis 
was performed similar to that described in the method of Jewett. Check up pyelograms nine months 
after the bilateral transplantation of the ureters illustrated in (B). Note how little dilatation and what 
good function is present in both kidneys, following side-to-side ureteral intestinal anastomosis in two 
stages as performed by a method similar to that of Jewett’s. In June, 1945, the patient was seen again 
with a definite growth in the shaft of the penis. Deep x-ray therapy was applied to this. The patient 
has not been seen since that time. Fig. 9—A 53 year old white female admitted to the University Hos- 
pitals on June 7, 1939, complaining of increasing frequency of urination and bladder irritation for six 
years. Excretory urograms are normal. Cystoscopic examination on June 7 showed a severe inflammation | 
with many lesions on the right side of the bladder suggestive of carcinoma. Transurethral resection of 
these areas was done on June 15. Microscopic study (B) showed infiltrating transitional cell carcinoma of 
the bladder. This did not respond to intensive transurethral resection so on November 29 after a previous 
bilateral cutaneous ureterostomy a total cystectomy and urethrectomy was performed. She did well for 
eight months and then died suddenly of coronary occlusion. Postmortem examination showed the kidneys 
to be essentially normal and there was no evidence of tumour anywhere. (A) shows the pyelograms after 
the ureterostomy and (C and D) show the gross appearance of the bladder when it was removed. 
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The surgical problem is the diversion of the 
urine. The intrinsic mortality of total eyst- 
ectomy itself is small. The mortality depends 
on the results obtained following diversion of 
the urine and this procedure ordinarily is as- 
sociated with great hazard. In another report 
(to be published) the author deseribes a new 
method of ureterointestinal anastomosis prior 
to total cystectomy for carcinoma of the blad- 
der. This method is simple and in eight pa- 
tients there were no deaths and little urinary 
tract infection. The operation has the follow- 


ing advantages: (a) by the use of the intact 
ureter the blood supply to the region of the 





Fig. 10.—The bladder following total cystectomy 
and ureterointestinal anastomosis in one stage. Note 
that tumour has extended into the prevesical struc- 
tures. This means that the lesion is inoperable. The 
patient developed evident local recurrence five months 
after total cystectomy and died seven months after 
total cystectomy of this. No tumour was present 
except locally. If total cystectomy is to be useful 
it must be done early—before extension beyond the 
bladder and its wall has taken place. 


anastomosis is maintained; (b) by immediately 
creating an anastomosis around a_ ureteral 
catheter the danger of ureteral obstruc- 
tion due to surgical edema or kinking is 
avoided; and (c), since the anastomosis is 
made in the first stage no second operation of 
great magnitude is necessary. It makes pos- 
sible radical surgery in the treatment of car- 
cinoma of the bladder at an earlier stage. It 
.is the author’s opinion that ureterointestinal 
anastomosis by such means followed by total 
cystectomy is indicated in those patients who 
are not suitable for transurethral surgery or 
partial cystectomy and whose lesions are still 
eonfined to the bladder wall. 


SUMMARY 
A study of 540 patients with carcinoma of 
the bladder emphasizes the following: 
1. Earlier diagnosis should lead to control 
of the disease in a greater percentage of cases. 
2. Bladder irritation, in addition to hema- 
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turia, is an important symptom of carcinoma of 
the bladder. 

3. To determine whether an individual’ pa- 
tient will or will not respond satisfactorily to 
transurethral resection of the carcinoma ‘neces- 
sitates a thorough study with eystoscopic exam- 
ination, bimanual examination under anes- 
thesia, microscopic study of the tumour, and in 
some eases a study of the response to trans- 
urethral therapy. 

4. Transurethral surgery is an excellent 
method of treatment in approximately 50% of 
patients with carcinoma of the bladder. 

5. In the remaining half of the patients more 
radical surgery and irradiation therapy is 
necessary if the disease is to be controlled in a 
greater number. 


COMBINED USE OF SODIUM 
PENTOTHAL, INTOCOSTRIN (CURARE) 
NITROUS OXIDE* 


By Ralph T. Knight, B.A., M.D., F.A.CS. 


Clinical Professor and Director, 
Division of Anzxsthesiology, 
University of Minnesota, 
Minneapolis, Minn, 


S yet we have no one perfect anesthetic. 

Each has its own virtues. Each has a talent 
for producing certain effects beautifully and 
efficiently: Each is either incapable of produe- 
ing certain desired effects or produces them 
only at the expense of large doses, which are 
actually overdoses in certain other respects. — 
Several of our best and most serviceable agents 
have undesirable physical or chemical prop- 
erties which tend to limit their usefulness, 
especially if we need to use them in certain 
concentrations or dosages. 

The outstanding advantage we have attained 
in the last very few: years in the administration 
of anesthetics is the opportunity to select a 
combination of different agents and to use each 
one for the production of the effect for which 
it is best suited and most proficient. 

The purpose of this paper is to emphasize the 
advantage of using together three agents, each 
of which has certain outstanding proficiencies 
but each of which, used alone, is incapable 


*Read before the Section of Anesthesiology of the 
Canadian Medical Association at Banff, Alberta, Canada, 
June 12, 1946. 
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of producing truly efficient anesthesia and of 
providing at the same time an optimum in 
safety and recovery. 

Pentothal sodium is probably the best hyp- 
notic we have ever had. No other produces 
sleep as rapidly and pleasantly or allows more 
pleasant awakening. For a very few minutes 
after the initial sleep-producing dose, it seem? 
to effect fair muscular relaxation such as that 
needed for reducing a fracture or dilating the 
anal sphincter. It does not, however, block 
pain pathways or either the afferent or efferent 
portions of the reflex pathways with any ef- 
ficiency. Therefore, with any ordinary sleep- 
producing dose, the patient shows great 
muscular activity when stimulated. A dose 
sufficient to stop severe skin stimuli, or to 
bring about plane three of stage three and thus 
produce true muscular relaxation, produces 
profound depression of the cerebrum and 
medulla. After such doses, as Lundy has con- 
tinued to emphasize for more than ten years, 
the effect of pentothal sodium is not short or 
without depression, but closely approaches the 
duration and depression of similar doses of 
pentobarbital sodium. The patient tends to 
sleep for hours, depression lasts still longer, 
the tendency toward atalectasis and other 
complications is increased. 


Nitrous oxide is a very weak anesthetic. It 
is, however, at least a moderately good anal- 
gesic. Anyone who has sat in a dental chair 
and manipulated a self-administering nitrous 
oxide analgesia machine knows that while still 
able to talk with fair co-ordination and to see 
the dentist’s face and understand his words 
one feels no pain when probes are stuck into 
his gums. Seventy per cent nitrous oxide with 
30% oxygen will in most people maintain at 
least a borderline of unconsciousness and a 
fairly high degree of analgesia. With no 
higher concentration than this, unconsciousness 
is usually slow in coming on and in some people 
is impossible to attain. With this concentra- 
tion, however, after unconsciousness is achieved 
afferent pathways are dulled to the point of 
reducing reflex activity. If pentothal sodium 
is administered with it the amount of the latter 
necessary is considerably reduced. 


Thirty per cent oxygen is certainly adequate 
if the respiration is kept up to a normal minute- 
volume exchange. Under practically any anes- 
thesia, depressing enough to be surgically 





efficient, the respiratory minute-volume is re- 
duced. I believe that, for the sake of safety and 
good physiology, any patient under anesthesia 
should have the benefit of at least 30% oxygen, 
until the time comes when apparatus can be 
provided to keep us informed from minute to 
minute concerning the physiological efficiency of 
the patient’s respiration. 


It is not enough to say that we should pro- 
vide 30% oxygen with 70% nitrous oxide with- 
out considering definitely how one can provide 
this mixture. One long-used machine is con- 
structed with a mixing chamber device which 
may be adjusted to deliver indicated percentages 
of nitrous oxide and oxygen. Let us grant that 
this device is accurate. There is no provision 
for delivering any designated quantity or min- 
ute-volume of this mixture. There is, however, 
a device for delivering this mixture at any 
designated pressure from zero up, so that the 
selected pressure is maintained in the tubing, 
lungs and bag. If any gas escapes from the 
respiratory system, it is immediately replaced 
by fresh gases in the designated percentages. If 
no gases are lost by leakage or escape, none are 
replaced, the same gas is re-breathed over and 
over, the oxygen is progressively depleted, and 
its place is immediately refilled instead by the 
selected mixture of nitrous oxide and oxygen. 
If there is complete gas escapé there is complete 
replacement in the proportion designated. This 
does not happen nor is it desired. There is 
always some degree of re-breathing and ‘deple- 
tion and, with the mechanism mentioned above, 
one cannot know how much leakage and replace- 
ment there is and therefore cannot know with 
any consistency how much oxygen there is at 
any time in the patient’s respired atmosphere. 
It is certain it is much depleted and is nowhere 
near the percentage indicated by the machine. 

Other machines meter each gas in terms of 
minute-volume flow. Granting that these meters 
are accurate, one can fill the bag with a known 
percentage and can then continue the flow at 
any desired minute-volume, and in any desiréd 
proportion between gases. The greater the flow, 
the greater the necessary leak and replacement 
and the more nearly will the respired mixture’ 
resemble the percentage indicated on the meters. 
If the flow is very high; such as 4,000 c.c. per 
minute each of nitrous oxide and oxygen, the 
patient will breathe an atmosphere of practically 
50% oxygen. If 2,000 cc. each, it will result 
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in only a little under 50%. Let no one think, 
however, that 1,000 ¢.c. each, or 500 ¢.c. each, 
or 300 ¢.c. each, will give the patient that same 
proportion. There are still too many anes- 
thetists who are thoughtless enough to think 
they are delivering a ‘‘50-50 mixture’’ with the 
meters showing 300 ¢.c. each per minute. I 
have analyzed only the 500 ¢.c. each per minute 
flow enough times to have a close estimate of 
the resulting inhaled mixtures. Samples from 
the inhalation tubing show from 28 to 34% of 
oxygen. I believe this is consistent enough’ to 
offer a very serviceable mixture and I recom- 
mend it as a useful, effective, staple and eco- 
nomical technique. After a few minutes of this 
quantity flow, with the escape valve open just 
enough to prevent distension of the bag, the 
mixture becomes practically constant and 
changes very little. There are not too great 
differences between different patients caused by 
the differences in metabolic rates. -A very high 
use is made of the carbon dioxide absorber. 
Carbon dioxide does not accumulate. A mini- 


mum of gas escapes to be called wasted, and 
economy is therefore promoted. One therefore 
uses the one great advantage of each of the two 
methods, closed and open; that is, economy and 
controllability in the closed, and constaney or 


invariability in the open. 

If a lower flow is employed, there is mueh 
greater variability between patients in the re- 
sulting inspired gas, caused by differences in 
metabolic rates, and the discrepancy between 
the metered proportion and the actual propor- 
tion respired is much greater. 

Both pentothal sodium and nitrous oxide 
present the great disadvantage of inability to 
adequately control reflexes and abolish muscle 
tone. 


Curare in the form of the presently available 
product intocostrin (Squibb) meets this neces- 
sity by disconnecting the myoneural junction 
to whatever degree we desire. Intocostrin also 
appears to effect some higher synapses and 
possibly some afferent synapses so that it may 
produce some degree of analgesia. In large 
doses it produces unconsciousness. These, how- 
ever, are its least efficient actions, requiring 
larger than reasonable doses. We seek to eall 
upon it for its best and most efficient actions. 

Curare is used most frequently by most 
anesthetists as an adjunct to cyclopropane 
anesthesia. By using it to accomplish muscu- 
lar relaxation it is possible to reduce the dose 
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of cyclopropane to a level which will effect by 
itself only first plane of third stage anesthesia. 
This avoids the more depressing and prostrat-_ 
ing effects of larger doses which make the post- 
operative recovery less rapid, spontaneous and 
pleasant. Much art is needed to adjust the 
cyclopropane with precision to this lesser effect. 
Curare destroys all of the usual signs of deeper 
cyclopropane anesthesia or, to be more exact, 
curare produces these signs by its own action 
and one can no longer depend upon them as 
an index of the action of the cyclopropane. 
One sign alone remains which ean be of value. 
The proper dose of curare for abdominal relax- 
ation paralyzes’ all museles except the dia- 
phragm. If the dose of cyclopropane is lowered 
sufficiently to allow afferent impulses to pass 
from the periphery to the spinal cord, reflexes 
are manifested by irregular movements of the 
diaphragm. This sign appears in the margin 
between the second and third stages. It is 
apt to inconvenience the surgeon, although the 
abdominal muscles still remain relaxed by the 
paralyzing effect of the curare. The tendency 
of a large number of anesthetists is to posi- 
tively avoid the possibility of the ineconven- 
ience of the diaphragmatic reflex and there- 
fore to push the cyclopropane effect well be- 
yond this point. The result is that in probably 
most cases almost as much cyclopropane is 
administered as if no curare accompanied it 
at all. Cyclopropane and curare are ad- 
ministered by different routes entirely independ- 
There is no way to make the 
dose of either one self-limited or to limit either 
one by the already present effect of the other. 

The parallel use of sodium pentothal and 
curare gives us an opportunity to employ two 
drugs by the same route, measured by the same 
means so that they can be administered in 
proportional quantities, each one thus becom- 
ing self-limited or limited by the combined 
effect of the two. In this way one can 
positively avoid an overdose or unnecessary 
dose of either one. Each of these two drugs 
supplements the other admirably, the one pro- 
ducing unconsciousness more beautifully than 
any other drug we have ever had, the other 
producing muscular quietness, absence of reflex 
response and loss of muscle tone in any degree 
we desire, more beautifully and with less 
general depressing effect upon the central nerv- 


ous system, than any other drug we have ever 
had. 
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I have tried varying proportions of these 
two drugs. If too much pentothal is admin- 
istered, the sleep is too prolonged and the 
remaining depression too great. If too little 
pentothal is used, the patient has distressing 
sensations of respiratory difficulty and muscu- 
lar paralysis during induction and during 
awakening. Too often prostigmine is then re- 
quired to end the curare effect after anesthesia 
is discontinued. The proportion that has 
worked most satisfactorily is 10 units of into- 
costrin with each 25 milligrams of sodium 
pentothal. There are 20 units of intocostrin 
in each ¢.c. of Squibb’s product. The sodium 
pentothal has customarily been used in 244% 
solution. Translated into volume, this propor- 
tional administration is 1 ¢.c. of intocostrin 
to each 2 ¢.c. of 214% sodium pentothal. This 
ratio is administered from the very beginning 
of induction, 2 ¢.c. of 214% sodium pentothal 
followed by 1 ¢.c. of intocostrin, this quantity 
of both being repeated at short intervals until 
the patient becomes unconscious. Half of the 
above quantities is then administered inter- 
mittently until the desired plane of anesthesia 
is reached. In the meantime, as soon as the 
patient loses consciousness, the anesthesia 
mask is applied, the bag having previously 
been filled with a mixture of 2/3 nitrous oxide 
and 1/3 oxygen. The flow is then continued 
at 500 ¢.e. each of nitrous oxide and oxygen 
per minute. 


As stated above, this quantity and proportion 
of gas flow provides a constant and continuing 
oxygen percentage of approximately 30%, vary- 
ing from 28 to 34%, depending upon the meta- 
bolic rate of the patient. The escape valve must 
be opened just sufficiently to keep the bag from 
becoming overdistended. 

The over-all anesthesia picture is then as 
follows: There is a constantly maintained back- 
ground of rather light nitrous oxide anesthesia 
which remains constant throughout the opera- 
tive period, with an abundance of oxygen. The 
nitrous oxide anesthesia is self-limited because 
there is a constant, but small, escape of oxygen- 
depleted gas and a constant replacement by the 
same quantity of constant nitrous oxide-oxygen 
mixture. The nitrous oxide can never become 


more concentrated than indicated above. After 
a little while the nitrogen becomes eliminated 
from the lungs ‘and respiratory circuit because 
of the continuous escape, and the nitrous oxide 


reaches its maximum efficiency in the attained 
concentration. 

Added to this background, the sodium pento- 
thal and the curare are used to increase the 
anesthesia and maintain it just at the point 
needed for the surgery which is to be done, 
each of these two limiting itself and limiting 
the other. Intocostrin 10 units with pentothal 
25 milligrams are added whenever necessary to 
maintain the desired effect. 

This anesthetic mixture can be used very 
satisfaetorily for any type of surgery. It has 
seemed to me to be the most universally applic- 
able anesthesia that I have ever used. For 
so-called minor operations, such as those upon 
the surface of the body, it provides most 
pleasant unconsciousness and muscular quietness, 
The dose required is relatively small and re- 
covery is rapid. If sodium pentothal is used 
alone, or even with nitrous oxide, for such 
operations, it is the experience of everyone that 
large doses of sodium pentothal are required ‘to 
keep the patient from moving, and even moving 
violently, during a procedure. The curare re- 
duces the dose of sodium pentothal to an utter 
minimum. Recovery is therefore very rapid. 
The reaction of most anesthetists upon hearing 
of the use of curare in this way for small plastic 
operations, eye operations and many others is, 
‘“Why in the world use. curare? You do not 
need relaxation’’. The advantage is as stated 
above, easily attained quietness. 

In surgery requiring great relaxation, such as 
biliary surgery, gastric resections, splenectomies, 
ete., sodium pentothal and curare are added 
gradually in greater quantities in the same pro- 
portion until the needed relaxation is accom- 
plished. In the latter type of surgery, it is 
found that the repeated small doses may become 
further and further apart as the end of the 
operative period draws near. Perfect relaxation 
ean be provided for the.closure of the peri- 
toneum, after which no more sodium pentothal- 
eurare is needed. The patient then begins to 
awaken almost the minute that the nitrous oxide 
mask is removed and, in most eases, within a 
very few minutes answers questions intelligently. 
There is practically never any nausea. The pa- 
tient experiences a rather pleasant, gradual and 
languid awakening, as after a long and restful 
sleep following-a tiring day. 

A very pleasant advantage of this type of 
anesthesia is that it involves no inflammable or 
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explosive substance. The danger of explosion 
is only between one in 50,000 and one in 100,000, 
which makes the possibility extremely rare, yet 
its absence is comforting. 


The only disagreeable complication which has 
been noted is the occurrence of hiccups, espe- 
cially during upper abdominal manipulation, in 
perhaps about one in 15 or 20 patients. This 
has been controlled in some instances by efficient 
‘‘eontrolled respiration’’ by manipulation of the 
breathing bag. Twice it could only be controlled 
by the addition of a very small amount’ of 
eyclopropane. Increased sodium _pentothal- 
curare did not control it, unless enough was 
given to stop respiration. The hiccups then 
stopped and respiration .was carried on by 
rhythmic manual bag compression satisfactorily. 

The greatest obstacle to the administration 
of this type of anesthesia is the occasional dif- 
ficulty in installing the needle in a convenient 
vein. A number of times the external jugular 
vein has been used and has proved very satis- 
factory. Sometimes the arm has been extended 
on an arm board so that the needle could be 
available for any readjustment that seemed 


















































Fig. 1 


necessary or helpful during the procedure. 
This is perhaps the ideal arrangement for the 
anesthetist but is sometimes inconvenient for 
the surgeon. Sometimes the needle has been 
installed in an arm vein either above or at the 
elbow, or even below, and the arm has then been 
tucked into the retainer. sheet alongside the pa- 
tient. This.is much more .convenient and often 





even necessary for the surgeon. If this is done 
one must be very sure that he has used an ade- 
quately large needle which is inserted an 
adequate distance into the vein and is held 
securely in place, and that the tubing is free 
from any possible pressure or kinking. One 
should also be prepared to use a second choice 
vein elsewhere if any difficulty arises. Some- 
times an ankle vein has been used. This is 
perfectly satisfactory, except that it becomes 
necessary for the anesthetist to walk to the 
foot of the table whenever an. additional 
amount of the intravenous anesthetics is needed. 

An intratracheal tube has been used with 
about half of these anesthesias. In each of 
these cases it has been inserted after the induc- 
tion with pentothal and ecurare and one finds 
adequate relaxation available for this purpose. 

The accompanying figure illustrates a very 
convenient tubing and syringe assembly. The 
curare and sodium pentothal solutions should 
be kept entirely separate from each other be- 
cause they precipitate. Therefore, each is 
introduced into the tubing separately and each 
is washed down the tubing with a small 
amount of physiological saline or 5% dextrose 
or a combination of the two before any of the 
other is introduced. A length of very small 
ealibre, thick-walled tubing is used to connect 
the needle with the syringes, using a sufficient 
length to reach the anesthetist’s stand. A 
slow drip should be continued between addi- 
tions of anesthetic to assure the maintenance 
of an open needle. During induction the drip 
should be rapid enough to insure prompt move- 
ment of each addition of anesthetic into the 
circulation. The tube with a very small lumen 
inereases the rapidity of this movement into 
the vein. Many times a blood transfusion has 
been the medium instead of a solution. 


RESUME 

Le pentothal procure un sommeil rapide et un réveil 
agréable mais relache imparfaitement la musculature. Le 
protoxyde d’azote est plus analgésique que somnifére. 
La combinaison des deux combine les bons effets de 
chacun mais n’améne pas encore une résolution muscu- 
laire parfaite. Si l’on y ajoute le curare, nous avons 
les mémes bons effets et, de plus, la résolution muscu- 
laire est excellente. Cette méthode emploie le minimum 
d’anesthésique et est peu toxique; elle est la plus uni- 
versellement applicable. Les produits utilisés ne sont 
L’in- 


pas explosifs ét ne s’enflamment pas facilement. 
strumentation et la technique sont décrites. 
JEAN SAUCIER 
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THE USE OF ANTHALLAN IN 
DERMATOLOGY 


By L. P. Ereaux, MD. and G. E. Craig, M.D. 


Montreal 


ARD pressed pediatricians, allergists and 
dermatologists in combating allergic dis- 
orders are continually shadow-boxing with 
mysterious allergen opponents. In bouts during 
the past two decades, laboratory and clinical 
investigators have endeavoured to promote new 
products to battle against the ‘‘H’’ substance, 
and overcome the biological action of histamine. 
Desensitizing challengers, alteratives, histamin- 
ase and the new inactivators, benadryl and peri- 
benzamine in recent preliminary trials as symp- 
tomatics have been awarded some rounds on 
points, but by and large, none have the staying 
qualities to come through with a clean cut deci- 
sion against allergy. The fighting tacties of 
these last histamine antagonists must be care- 
fully scrutinized, for while in action they some- 
times exhibit unpleasant atropine-like side 
effects. 

In allergic disorders the inadequate diagnostic 
methods .employed are of necessity paralleled 
by inadequate specific therapy. Where cure 
of multiple allergic manifestations is attempted 
by multiple remedies, it is altogether unlikely 
that any one single remedy will control or cure 
all conditions. The search for the common 
denominator to solve the allergic equation still 
continues, meanwhile the scratcher, the wheezer, 
the migraine-cursed individual and the sneezer 
keep a watery eye opened and focussed on the 
research worker for the long awaited remedy. 

Newer therapeutic approaches to these dis- 
orders are postulated on a possible histamine 
mechanism causation, but that histamine is the 
only important factor in these cases has not 
yet been proved. Encouraging reports by 
Ghiselin Jr.1 and Tremble? from their use of 
anthallan in treating vaso-motor-rhinitis, and 
from MeKee and Schwarzschild? in their handl- 
ing of allergic dermatoses prompted us to at- 
tempt a small series of the latter group in our 
office. 

Anthallan is suggested as a blanket type of 
therapy. It attacks the cause rather than the 
developed symptoms and is given to patients 
at the onset of their disorders, before full 
knowledge of the irritant allergens is known. 





By its use are eliminated the tedious scratch 
and intradermal tests for food and pollen al- 
lergies and the otherwise troublesome dietary 
restrictions; and desentization procedures are 
thus avoided. 


PHARMACOLOGY 


Anthallan was developed by Dr. W. 8. Loewe 
of the University of Utah while investigating 
a new class of synthetic organic compounds, 
the aminized phthalides. Their pharmacologi- 
eal action favourably interferes with allergic 
reactions: anthallan 3’-di(n-butyl) aminomethyl- 
4, 5, 6-tribydroxy-benzo-(1, 2-c)furan-I’ (3’)- 
one, C,,H,,0;H, is the lactone of beta-gallic 
acid-ethanol-alpha-di(n-butyl) amine. 

Anthallan is a weak organie base poorly 
soluble in water but soluble in organic solvents 
and in biological fluids. It is absorbed through 
the intestinal tract and it is not cumulative 
in action, as excretion begins in between ten 
to fifteen minutes, while peak exeretion is 
reached in twelve hours, and it is completely 
cleared in twenty-four to thirty-four hours. 
Both Sehwarzchild and Ghiselin report investi- 
gatians which attest to its low toxicity in 
animal experimentation, and following its ad- 
ministration to humans. ‘‘The toxicology data 
available indicate that the L.D.,, is over 3.0 
gm. per kilogram in cats, guinea pigs and rab- 
bits. Many times the therapeutic dose given 
daily over periods of one and two years was 
tolerated by various species of animal without 
demonstrable changes in general behaviour, 
growth, body weight, reproduction, blood 
pictures and blood chemistry and without 
gross or microscopic anatomical changes in the 
tissues.’’* 


Mopr or ACTION 


The manufacturing chemists state that the 
experimental study of this drug has so far left 
the mechanism of its action unexplained. 
Though it seems to possess weak anti-histamine 
activity, it has yet to be determined whether 
the therapeutic effect of anthallan can be 
explained by such limited anti-histamine action. 

This weak anti-histamine action prevents, 
counteracts and antagonizes the spastic action 
of histamine. The drug is not a protein and 


its claims do not include the production of an 
immune reaction or immunity against disease. 
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DOSAGE 


Individual capsules contain 0.085 gm. of the 
drug and its administration in whole capsule 
or in powder form makes it an acceptable 
remedy for the treatment of young infants as 
well as adults. 
dermic route is appreciated by both patients 
and parents. 

As the drug was found te provoke, in rare 
instances, gastro-intestinal irritation it should 
always be given after food; and when ad- 
ministered to infants, because of the insolu- 
bility in water, it is best given in solids such 
as apple sauce, honey, ete. Relatively little 
difference in dosage between children and 
adults need be considered when employing 
anthallan. 

With our early cases dosages were insufficient 
and for too short a period, with resultant poorer 
results. Where we formerly gave 4% capsule to 
young infants, four times daily, we now give 
four to six capsules per day and increase to 
twelve to fifteen in the twenty-four hours. No 
remarkable change can be expected during the 
first week to ten days of’ administration and.a 
maximum daily dose of six for infants and eight 
to fifteen for children and adults should be 
maintained for the second and third weeks. We 
found it advantageous to give smaller daily 
maintenance doses for a further additional 
period of from two to three weeks. 


CLINICAL OBSERVATIONS 


The majority of the cases treated were those 
of obvious infantile eczema and atopic derma- 
titis, all of which had previously failed to re- 
spond to dietary regimens and the standard 
topical applications. Cases in which an ante- 
cedent history of allergy had been found in one 
or both of the parents, and where typical sites 
of election for the disease were found were con- 
sidered as atopic dermatitis. With adults the 
obvious psychic types were excluded and in ap- 
praisal of results allowances were made for the 
beneficial effects of hospital environment in the 
indoor eases. 


‘ Anthallan although slow in clearing up the 
objective dermatological symptoms, lessens itch- 
ing and consequent scratching and avoids the 
danger of secondary infection. The greater 
number of cases stated that they received benefit 
while taking anthallan. Mothers volunteered 
satisfaction with its results in the treatment of 


The elimination of the hypo- 


their infants. The apparent failure to com- 
pletely remove or clear the skin lesions reflects 
on the dermatologist, rather than anthallan. To 
better evaluate its action we ‘usually restricted 
topical applications to bland ointments. How- 
ever, combination treatments of anthallan and 
standard dermatological methods with tar and 
x-ray gave the quickest results. Combination 
therapy of benadryl and anthallan were produc- 
tive of prompt results in relieving itch and 
aiding sleep. Peck of New York in a recent 
communication states that for many of his pa- 
tients on anthallan he gives benadryl] in 50 mgm. 
capsules at. bedtime to ensure a comfortable and 
restful night. 

The following ease history by an R.C.A.M.C. 
officer on his own child’s progress while on 
anthallan is submitted. It is typical of the 
greater majority of cases in our series. 

Baby A.J.H., aged ten months; born prematurely, 
seven months, weight 2% lb. 

Definite family history of food allergy with skin 
sensitivity only: one brother, age nine, infantile eczema 
secondary to nuts, fish, cod-liver oil: the father ‘showed 
sensitivity to fish cod-liver oil: the mother had a sensi- 
tivity to orange. ‘ 

The baby had a history of severe skin eczema since 
birth with suspected sensitivity to milk, cod-liver oil, 
and orange juice. No skin tests were done. At age 
of six months there had been one severe attack of asthma 
diagnosed by chest consultant, secondary to orange juice. 
All new foods, without exception, and increase in all 
foods caused recurrence of generalized skin eczema. 

Anthallan begun at the age of six months, two 
capsules four times daily, caused almost immediate relief 
from pruritus and skin reaction to new foods or in- 
creases. An almost constant nasal mucosal congestion 
cleared completely and has remained so. However, the 
eczema has never completely disappeared but is only 
present in small patches and is asymptomatic for the 
most part. It is noted that the skin becomes slightly 
pruritic after each change or increase of food but this 
is relieved by administration of anthallan. Two at- 
tempts have been made to discontinue the drug and 
have been followed by a quick return of pruritus, nervous 
irritability and eczema. However, the dose has been 
diminished to one capsule four times a day. The baby’s 
nutrition has steadily increased from beginning of ad- 
ministration of the drug, until the present time when 


the weight is slightly above average. All systemic 
developments have progressed normally. 


Twelve cases of infantile eczema were fol- 
lowed for the duration of treatment averaging 
17.5 days. While on the drug nine mothers 
reported marked reduction in itching while 
eight volunteered that their children were 
sleeping and eating better and showed less 
irritability. The primary skin lesions in these 
patients were unchanged but scratch marks 
and secondary infection were reduced. 

Twelve cases of atopic eczema (disseminated 
neurodermatitis) were followed for an average 
of twenty-four days, and the results here co- 
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ineided closely with the above group. 
reported marked reduction in itching with 


improvement ‘in sleeping and eating. Skin 
lesions did not clear completely but showed 
fewer éxcoriations and less secondary infection. 
One patient in this group complained of mild 
abdominal distress. 

Two cases of toxic eruption were treated, 
one following sulfathiazole and one following 
penicillin. Both reported rapid relief of symp- 
toms and this was maintained while on the 
drug. Miscellaneous eases of chronic urticaria, 
urticaria pigmentosa, pruritus vulve, sebor- 
rheie dermatitis were treated without benefit. 


SUMMARY 


Anthallan is a safe non-toxie drug which is 
definitely useful in controlling pruritus and can 
be counted upon to give relief and comfort to 
those suffering from allergic dermatoses. 
Anthallan works best as a complementary type 
therapy in combination with topical applica- 
tions, physical agents and even sedatives. 
Large doses can be administered without parti- 
cular reference to the age of patients. Side 
effects are practically non-existent and in rare 
eases if they do oceur they promptly subside 
by removal of the drug and starting dosage 
again at a lower level. Prolongation of treat- 
ment, higher dosages with smaller maintenance 
doses following the initial improvement are 
necessary for best results. Better results are 
obtained in the very young with acute condi- 
tions than with older patients who have more 
chronic conditions. 

In our hands it has been proved an aid, not a 
eure in handling eases of infantile eczema. A 
larger series of cases must be investigated and 
reported before this product can be more widely 


employed in dermatology, 


This study was made possible by supplies of anthallan 
furnished by the Research Division Medico-Chemical 
Corporation of America in New York City. 
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GLAUCOMA 


THE ROLE OF THE GENERAL 
_ PRACTITIONER IN THE DIAGNOSIS 
OF GLAUCOMA* 


By A. J. Elliot, M.D. 


Toronto 


HERE are at the present time in Canada 

6,777 persons receiving pensions for blind- 
ness; this results in an expenditure by the 
government of over $2,000,000 per annum for 
this purpose. In a recent study of the causes 
of blindness in this country Aylesworth» re- 
ported 1,476 individuals blind from glaucoma 
out of a total blind population of 12,652 people. 
One in ten of these individuals is blind be- 
cause of glaucoma. The general practitioner 
is one of the first to have the opportunity of 
detecting or at least suspecting the presence 
of glaucoma at an early stage. He ean do th's 
by asking a few relevant questions and inelud- 
ing a few simple procedures in his list of 
diagnostic methods. 

It is important for him to know that early 
medical and surgical care of glaucoma usually 
is successful and prevents blindness in a large 
percentage of cases; the same cannot be said 
for late treatment. Early treatment cannot be © 
started without early diagnosis and it is here 
that the medical practitioner is in a position 
to suspect or detect this condition, and direct 
his patients to eye clinics or ophthalmologists 
for detailed ophthalmie examinations. It is 
not a question of converting the general prac- 
titioner into an ophthalmic specialist, but of 
making him glaucoma-conscious. 

Glaucoma is a pathological condition of the 
eye which is characterized by an increase in 
intraocular pressure. When glaucoma is not 
treated blindness invariably results if the patient 
lives long enough. 


Acute congestive glaucoma.—Acute congestive 
glaucoma has a stormy beginning. It manifests 
itself by excruciating pain in and areund the 
eye, head, ears or teeth. Sometimes there is 
nausea or vomiting ; and there may also be fever. 
Such attacks have been diagnosed wrongly as 
‘*bilious attacks’’. The visual acuity rapidly 
diminishes and the field of vision is considerably 


+ *Read before the Ontario 
Toronto, May 25, 1946. 

From the Department of Ophthalmology, University 
of Toronto, and the Toronte General Hospital. 
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reduced, mostly on the nasal side. Usually only 
one eye is affected and it quickly becomes very 
red. One may feel he is dealing with an acute 
conjunctivitis or iritis. However, the eyelids 
are never matted together in acute congestive 
glaucoma and the eye is always hard. The 
cornea is cloudy and it is almost insensitive to 
touch with a small piece of cotton wool. The 
anterior chamber is shallow, the iris discoloured 
and the pupil dilated. There is usually-a 
greyish-green reflex in the pupillary area. Im- 
mediate action is necessary to save this eye from 
blindness. A miotic such as eserine 1% or pilo- 
carpine 2% must be instilled every few minutes. 
At no time must atropine be put into an acutely 
glaucomatous eye and such éintments as yellow 
oxide of mercury or metaphen have no thera- 
peutic value. It can be seen that there is nothing 
insidious about this type of glaucoma. 

Chronic non-congestive or simple glaucoma.— 
For every case of acute glaucoma there are ten 
eases of simple glaucoma. This is a disease of 
the eye which slowly and without the patient’s 
knowledge, robs him steadily and painlessly of 
his sight. It is in this type of glaucoma that 
the medical practitioner’s help is needed for its 
early discovery. 

The impairment of vision is usually at first 
only in one eye. It may occur as early as 40 
years of age with an oceasional blur in front of 
one or both eyes. The blurred vision may last 
several hours and is often accompanied by a 
slight one-sided headache. Sometimes he may 
complain of tearing or experience some difficulty 
in reading. However, the eye is never red. These 
symptoms often occur at times of excitement, 
over-indulgence or worry, or after attending the 
theatre. The vision is often blurred at night and 
he may see halos around street lights or ear 
lamps; and walking at night is difficult. Sleep- 
less nights accentuate these symptoms. 

This dangerously mild course may last months 
or years before the patient becomes aware of 
the loss of his central vision. He may have had 
his glasses changed several times during this 
period without much improvement in his vision. 
All this while there is a serious defect develop- 
ing in his peripheral visual field. When treat- 
ment is imstituted at this stage it is usually 
impossible to recover lost vision and the prob- 
lem now is to arrest the progress and. prevent 
further loss of vision. 

The question then arises as to how the 
general medical practitioner can acquire the 


essential points which will assist him in recog- 
nizing or at least suspecting glaucoma.? 

First, he must measure the visual acuity with 
a Snellen chart with and without the patient’s 
glasses. Any case of subnormal vision in one 
or both eyes must always be investigated 
further. 

Second, he must ask the patient about the 
occasional occurrence of blurring or clouding 
of vision, of seeing rings around distant lights, 
of one-sided headache, or discomfort in and 
around the eyes after attending theatres, 
excitement or worry. 

Third, he must feel with his fingers whether 
the eyes are normally soft or abnormally hard. 
One can easily acquire the sense of the normal 
tension of the eyeball. 

Fourth, he must examine the size of the pupils 
and their reaction to light. Inequality of the. 
pupils or poor reaction to light must be checked 
further. 

Fifth, he should examine each eye with the 
ophthalmoscope noting whether there is any 
pallor of the optic dises and any excavation. 
The technique of using the ophthalmoscope is 
not difficult and one is soon able to acquire suffi- 
cient skill to be able to see the optic discs in the 
majority of patients. 

Sixth, he should inquire if there is a history 
of glaucoma in the family. 

These six points will enable the general prac- 
titioner to suspect or even detect a case of 
glaucoma. Having done so he should then direct 
his patient to an eye clinic or to an eye physi- 
cian for more detailed ophthalmic examinations 
and appropriate treatment. Above all the prac- 
titioner should exercise great tact so as not to 
alarm the patient unduly until the diagnosis of 
glaucoma is confirmed. Once the diagnosis is 
established the patient will remain a glaucoma 
patient, with all that this entails, for the rest of 
his life. 

In conclusion, the general practitioner should 
remember that every glaucoma patient is a 
candidate for partial or total loss of sight. He 
should remember also that this blindness from 
glaucoma is frequently preventable. He should 
know that prevention of blindness from glau- 
coma is often attainable by early diagnosis, early 
treatment and constant watchfulness. On the- 
other hand late diagnosis and late treatment in 


the majority of cases mean failure. 
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SURGICAL TREATMENT OF CANCER 
OF THE LARYNX* 


By Howard McCart, M.B. 
Toronto 


REVIEW of the Ontario vital statistics for 

eancer of the larynx over a period of 13 
years shows that there is a very marked ap- 
parent increase in laryngeal cancer. Laryn- 
geal cancer deaths in Ontario: 1931 to 1936, 
184 deaths or 30.6 per year; 1937 to 1943, 
302 deaths or 43.1 per year. 

In other words there is nearly 45% increase 
in the number of laryngeal cancer deaths in 
the last seven years; whereas in the same 
period of time, there is only an approximate 
11% increase in our population. 

This inerease in cancer deaths can be ac- 
counted for by more reliable statistical informa- 
tion, improved medical diagnostic methods. 
The other factor is that more people survive 
to reach the age when cancor is more prevalent. 

Cancer of the larynx, like all cancer, is on 
the apparent increase, though it is a rare 
manifestation, varying from 1.8% in England 
to 5% in America, as compared with the oc- 
currence in other parts of the body. 

Great advances have been made in the treat- 
ment or cure of cancer since Billroth in 1873 
reported the loss of his first 20 patients follow- 
ing laryngectomy. Since that time the names 
of St. Clair Thompson, Mackenty, Orton and 
Jackson, to mention only a few, stand out in 
their contribution towards the successful sur- 
gical treatment of properly chosen cases. 

Before deciding on the type of surgical treat- 
ment, one must remember ‘that ‘catteer “of the 
larynx is arbitrarily divided into three classes: 
(a) intrinsic, (b) extrinsic, (c) subglottic. 
Searing this classification in mind as to site, 
much knowledge can be gained as to the rate 
of growth, spread of metastasis, and the ap- 
propriate type of surgical treatment. 

Intrinsic cancer of the larynx is more 
common than extrinsic, and nine to ten times 
more common in men than in women. It arises 
in the interior of the larynx, the vocal cord 
being the most common site, especially in its 





*From the Department of Otolaryngology of the 
University of Toronto and the Toronto General Hospital. 

Read at the Seventy-seventh Annual Meeting of the 
Canadian Medical Association, Section of Otolaryng- 
logy, Banff, Alberta, June 12,1946. 
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central or anterior half, and rarely does it arise 
in the ventricular bands, sinus of Morgagni, 
interarytenoid region or posterior third of the 
cord. It is relatively benign in character, as 
a rule grows slowly, only invading the cervical 
glands in the advanced ‘stages. 

The extrinsic type originates about the 
orifice of.the larynx, or its pharyngeal surface. 
It includes neoplasms arising from the epi- 
glottis, aryepiglottic folds, the arytenoid car- 
tilages, the pyriform sinuses and the post- 
cricoid region. The latter is the only type of 
laryngeal cancer more common ‘in the female. 
The disease, when situated extrinsically, is 
more malignant. and invades the cervical glands 
at an early stage. 

Neoplasms of the subglottic region are dif- 
ficult to diagnose in the early stage. They 
arise on the inner surface or under surface 
of the cord or the subglottic area. They have 
a large amount of lymphatic drainage and pos- 
sibly early metastasis between the cesophagus 
and trachea. 

The occurrence as to site in the present 
group of cases is as follows: total number of 
eases 23: of which 15 were intrinsic, 4 extrinsic, 
and 4 subglottic. 


While the surgical technique has greatly 

progressed in the past twenty-five years, ‘all 
too little progress has been- made in the early 
diagnosis of the disease. This is due to care- 
lessness by the patient and lack of appreciation 
of the physician in recognizing that recurrent 
or persistent hoarseness is the one and only 
early sign of cancer of the larynx and is of 
serious consequence. This is more especially 
true in a patient over forty-five years of age, 
‘thus one cannot stress too greatly that a skilled 
opinion should be obtained as to the cause of 
the hoarseness. Jackson stated that every 
adult with hoarseness should be considered 
possibly cancerous until proved otherwise. On 
the other hand the site of the growth leaves 
something to be desired in that early diagnosis 
.of.the subglottic type does not produce symp- 
toms until the cord is invaded. 
-- The early symptoms of the extrinsic type ure 
at variance, in that.the earliest symptoms may 
be a tickling sensation or a constant clearing 
of the throat. <A persistent abnormal sensation 
‘in this region should warn the physician that 
he may be dealing with a potential malignant 
growth, 
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The earliest laryngeal appearance may be 
dimpling, fungation or infiltration. A_ tiny 
wart or papilla-like growth or uleer on the 
middle or anterior third of the voeal cord in 
a patient of the cancer age, must always be 
regarded at least as precancerous. Ulceration 
may occur early or late, in certain cases the 
surface of the cord may appear granular or 
roughened, with a whitish exudate which may 
be discrete or confluent. 

In all eases one should always keep in mind 
and exclude tuberculosis and syphilis, as tuber- 
culosis is more often mistaken for cancer than 
any other condition. On the other hand tuber- 
culosis and syphilis may also be present. 

Any impaired mobility of a cord which shows 
ulceration or induration should certainly be 
regarded, not as an early symptom of cancer 
of the larynx, but as a late symptom. Direct 
larynoseopy should be performed in all cases 
where malignancy is suspected and a section 
of any suspicious area taken for pathological 
diagnosis. Direct examination should never 
supersede clinical examination, as the micro- 
scope is by no means infallible and repeated 
biopsies may be necessary. 


In the American literature Broder’s classifi- 
eation as to degree of malignancy is con- 
sidered of great value. This classification 
divides tancer into four groups depend- 


ing on the differentiation of cells. This is a 
very arbitrary classification, and different 
pathologists will frequently give different 


opinions on the same section. For this reason 
one should not rely too much on this classifica- 
tion, but rather be content if the section is 
positive for cancer, and whether or not it is 
a rapidly or slow growing type of neoplasm. 


Having made the diagnosis of cancer, the 
surgeon must decide whether a laryngo-fissure 
will remove the disease or a total laryngectomy 
is necessary. 


Laryngo-fissure is contraindicated if the 
growth has extended across the anterior com- 
missure, if there is impaired mobility of the 
cord or if the growth has extended subglottically. 
It is conceded, as Thompson states, that lasting 
cures can be obtained in 84% of cases where 
growth has not extended past the mid-line and 
where there is no lack of mobility; in cases 
where there is lack of mobility the percentage of 
cures is as low as 44%. As will be shown later, 
our difficulty has been in getting cases early 


enough so that laryngo-fissure may be carried 
out. 

All careindmatous lesions within the larynx, 
other than the ones as stated above should have 
total laryngectomy. Certain early extrinsic 
eases in which the neoplasm arises from the epi- 
glottis, aryepiglottie folds, pyriform sinuses or 
pharyngeal surface of the ericoid may also be 
suitable for total laryngectomy. They cause 
chiefly pharyngeal symptoms, are easier to recog- 
nize, the glands are invaded early or may even 
be the first sign to attract attention. 


OPERATIVE TECHNIQUE 


The surgeon, having made his decision as to laryngo- 
fissure or total laryngectomy, should have the patient 
carefully examined medically. Special emphasis should 
be placed on mouth hygiene and any dental caries 
eliminated. Sulfadiazine gr. xv q. 4 h., are given for 
two days previous to operation and continued in vary- 
ing amounts depending on the blood level; this is now 
replaced by penicillin intramuscularly 120,000 units per 
day, how long it is continued depending on the condition 
of the wound. 

Laryngo-fissure may be carried out under local or 
general anesthesia: though I prefer general. Morphine, 
heroin and hyoscine before and after operation should 
be avoided as they do not allow for a prompt return 
of the cough reflex. The operation is performed more 
safely with tracheotomy dotie at the time of the opera- 
tion and the tube removed twelve hours after operation. 
It is the chief means of securing the greatest possible 
protection against the one great danger of laryngo- 
fissure viz., hemorrhage during or after operation, which 
in turn leads to pneumonia and is the principal cause 
of death. The airway above the cannula is carefully 
packed with ribbon gauze, introduced through the ala 
of the thyroid cartilage, thereby preventing any blood 
or secretions getting into the trachea. 

A straight vertical midline incision is made from the 
thyroid notch to below the level of the cricoid cartilage. 
The thyroid, cricoid and first three rings of the trachea 
are exposed, hemostasis accomplished, isthmus of thyroid 
cut and edges oversown with chromic catgut. Trache- 
otomy is performed. The thyroid cartilage is divided 
by laryngeal scissors or if the cartilage is soft, with a 
scalpel. The perichondrium is raised intact from the 
cartilage and a major portion of the thyroid ala on 
the affected side removed. The internal perichondrium 
is carefully inspected to see if the growth has extended 
past the anterior commissure. When the perichondrium 
is opened I feel it is safer to section vertically even 
the non-involved cord and ventricle beyond the growth, 
so that careful inspection permits one to decide on the 
extent of the excision necessary. The involved cord and 
ventricle are removed with curved scissors. as far 
posteriorly as to include the vocal process. The packing 
above the tracheotomy cannula is removed. No sutures 
are put in the perichondrium or cartilages, the fascia 
and muscular layers closed with buried sutures, and the 
skin with horsehair, and an appropriate dressing applied. 
The patient is returned to bed in a semi-recumbent 
position, the tracheotomy tube sucked occasionally if the 
patient has any difficulty in: expelling any mucus or 
blood. Sips of sterile water are given for the first 
twenty-four hours, after which solid diet is given. It 
is only rarely that a feeding tube is necessary. Peni- 
cillin is given intramuscularly, 120,000 units in twenty- 
four hours and the patient allowed up the day following 
operation. 


The operative mortality should not be greater 
than that incidental to any operation, and in 
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well selected cases, recurrences should not be 
more than 20% and as such are shown in the 
form of a local recurrence. 


LARYNGECTOMY 


It is only in the past three decades that this 
operation has rightfully passed into the hands 
of the laryngologists. The early operative results 
were disastrous, the mortality being as high as 
54%. The improved mortality rate in the past 
twenty-five years is most striking as shown by 
the following table. 


TABLE I. 


No. of Immediate 
operations mortality % 


I on Dat ke auton 230 3 1.3 
Co ea oer 99 5 5.0 
aida oes abate eben 42 3 7.0 
Sie Se re aig sire inca 43 0 
a oct gy Cals daa 70 0 
PENRO Sr esc eel 25 0 
Present series............. 23 0 


Failures following operation are due to 
metastasis in the regional lymph glands. Five 
year cures should be obtained in 65% of cases. 

Laryngectomy is indicated for advanced 
eases of intrinsic cancer of the larynx, in 
localized growth with impaired mobility of the 
cord or where there is extension into the ventricle 
or subglottic region. If the disease has origi- 
nated in the arytenoids, aryepiglottic folds, 
pyriform sinus, or post ericoid region to a 
moderate degree, laryngectomy should be per- 
formed. If regional cervical glands are involved 
they should be removed and the patient given 
x-ray therapy. 

The choice of anesthesia is important. I 
prefer cyclopropane or pentothal. Tracheotomy 
is left preferably to the time of operation unless 
there is dyspnea. <A blood transfusion of 500 
cc. may be given at the time of operation 
followed by 5% glucose intravenously with 
penicillin. 

A vertical or T incision is made. I prefer the T 
incision as it gives a better exposure. The horizontal 
line of the T is made at the level of the hyoid bone 
and extending from the anterior border of one sterno- 
mastoid muscle to the other, the vertical incision from 
the centre of the hyoid bone to the suprasternal notch. 
he skin flaps are dissected backward and all superficial 
veins ligated. The superficial cervical fascia is divided 

n the mid-line. The attachment of the sternohyoid 
muscles are divided from the hyoid bone, and likewise 
‘the attachment of the sterno thyroid and thyroid hyoid 
muscle from the thyroid cartilages. Following this, the 
isthmus of the thyroid, if high, is divided between 


iXelly clamps and over-sewn with chromic catgut, the 
‘land being separated from the trachea. The superior 


‘aryngeal arteries and veins are exposed and ligated, 


being generally found entering the thyroid hyoid mem- 
brane just above the edge of the thyroid cartilage and 
a little anterior to the cornua. The larynx is then 
rotated to bring the posterior border of the thyroid 
cartilage into view and the inferior constrictor muscles 
are cut along this border. The trachea is now severed 
above the first tracheal ring and anchored to the skin 
for future use. A gauze pack is inserted into the larynx 
to prevent leakage from the mouth into the wound. 
The intratracheal anesthetic tube, having been removed 
by the anesthetist is now replaced by a short rubber 
tube (piece of McGill tube about 3” in length is satis- 
factory) inserted in the trachea and surrounded firmly 
with gauze packing, the anesthetic being continued 
through this tube. The larynx is now dissected from 
below upwards from the esophagus, the pharynx opened 
through the thyro-hyoid membrane: having first removed 
the hyoid bone by careful dissection to allow a better 
pharyngeal closure, but more important, that a complete 
removal of the epiglottic or Boyer’s space is more easily 
accomplished, as lesions involving the epiglottis, ventricle 
or ventricular bands readily extend into this space. A 
large gauze pack is inserted into the pharynx to be 
withdrawn later through the mouth by the anesthetist 
after operation. Following removal of the larynx the 
pharyngeal opening is closed with interrupted linen 
sutures on round needle. Just before the last few 
sutures are tied, the packing is removed from the mouth, 
a feeding tube is passed through the nostril and guided 
down the esophagus. The remaining sutures are tied 
and interrupted chromic catgut sutures are placed in 
the esophagus. <A third layer of sutures is placed in 
the constrictor muscles of the pharynx. The trachea 
is anchored to the skin with silkworm suture over buttons 
or small pieces of gauze to relieve tension, and can be 
removed in forty-eight hours. The suturing of the 
tracheal stump to the skin is now completed with horse- 
hair sutures. The sternohyoid muscles are then brought 
to the area behind and above the trachea making four 
lines of sutures over the pharyngeal opening. Contra 
drains of Penrose tubing are now inserted at the outer 
ends of the horizontal incision and two just above the 
trachea and brought out lateral to mid-line through stab 
wounds in the skin. The skin is brought together with 
horsehair sutures, having first’ filled the wound with 
sulfadiazine and penicillin powder. 


At the end of the operation the trachea is 
sucked out and a tracheotomy tube inserted, 
having been wound with narrow tape so as to 
fit the trachea tightly and a rubber sheet fitted 
around the canula to prevent wetting by tracheal 
secretions. <A tulle gras dressing is placed over 
the incision and an appropriate dressing applied. 

The patient is returned to a warmed room, 
the Gatch frame inclined about 30 degrees, the 
air in the room is constantly humidified and a 
layer of moistened gauze lain over the tracheo- 
tomy tube. The tracheal secretions are fre- 
quently aspirated by a suction pump which is 
kept at the patient’s bedside constantly, as also 
the mouth secretions. The inner tube of the 
tracheotomy canula is cleared three times daily. 

Morphine or codeine should not be given, 
though nembutal gr. 1ss. to 3 per rectum may be 
given h.s. 

The intravenous of 5% glucose is discontinued 
the day following the operation, the patient 
allowed out of bed, and penicillin now given 
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intramuscularly. A high caloric diet is given 
through the feeding tube consisting of strained 
fruit juices, milk, egg-nog, ete., of which three 
to five ounces are given every two hours. The 
amount of diet is gradually increased to provide 
an adequate caloric diet. A 25% alcohol mouth 
wash should be used several times daily. 

The dressing tube must be changed daily, and 
only by the surgeon himself, a fresh tracheotomy 
tube, having been wound with gauze, inserted 
on the fourth day and changed daily thereafter. 
The retention sutures may be removed in four 
days, the drainage tubes in four to five days and 
the skin sutures in seven to ten days. The feed- 
ing tube may be removed as soon as the wound 
is healed, provided there is no leakage as mani- 
fested in allowing the patient to swallow small 
sips of water alongside the feeding tube. 


RESULTS 


The series reported consists of 23 cases, oper- 
ated on between September, 1943 and April, 
1946, namely 2 laryngo-fissures, and 21 laryn- 
gectomies. 


1. All cases showed squamous cell carcinoma 
on pathological section. . 

2. There were no immediate deaths. All but 
two are alive and well. One case died from 
extensive internal hemorrhage three weeks after 
operation, having had very heavy x-ray treat- 
ment previous to operation. The second case, 
a woman, died six months following operation. 
This patient had some constriction of the eso- 
phagus, returned to hospital for dilatation, and 
the day following was found dead in bed, ap- 
parently from a pulmonary or coronary embolus. 


3. Two laryngo-fissures in 23 cases showed a 
striking carelessness by the patient regarding 
his disease, and in many cases a lack of apprecia- 
tion by the physician. 

4. The greatest percentage of cases were in 
the sixth decade. The youngest patient I have 
seen was in a patient of 20 years, the oldest 81, 
showing that cancer is no respecter of age. 

5. There were three women or 13% in the 23 
cases, and all were of the extrinsic type, two 
being the post cricoid region, the third on the 
aryepiglottic fold. 

6. Of the 20 laryngectomies in men, 15 were 
intrinsie. 

7. While it is yet too soon to speak of cures, 
two of the twenty-three cases have died from 
causes other than cancer itself. 
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8. All patients have resumed normal occupa- 
tion, among which are the following, blacksmith, 
mechanic, salesman, insurance broker, ete. 

These patients are greatly assisted in rehabili- 
tation by means of wsophageal speech. This is 
very important and takes time and patience, but 
is well worth while. I believe that all patients 
can acquire an cesophageal voice, providing they 
have the will and the desire; in so doing they 
with have many worthwhile years of life. How 
different from the days of Billroth! 


I desire to express my gratitude to Dr. Henry Orton, 
Newark, N.J., whose stimulating teaching first made me 
realize the importance of this subject. 


TUBERCULOSIS IN THE NAVAL 
SERVICE FROM 1930 TO 1945 
(INCLUSIVE) 


By Surg. Lieut. Comdr. G. Jarry, 
S.B.P.0, A. Richardson and 
S.B.P.0. W. V. Maynard, W.R.C.N.S 


N May, 19438, at the meeting of the Canadian 

Medical Association in Toronto, a report was 
submitted regarding the incidence of tuber- 
culosis in the Naval Service. The conclusion of 
that report was that the tuberculosis rate was 
rather low; much lower than that encountered 
in the civilian population at large. A slight in- 
crease was noticed in the latter part of 1943, 
and it was then surmised that a further increase 
could be expected in 1944 and 1945. 

Where possible, it was proposed to survey the 
chests of all naval personnel by x-ray annually; 
but as the war proceeded and personnel were 
more widely scattered, there were often fairly 
lengthy intervals between the original examina- 
tion and the routine check-up. However, stress 
was laid upon the desirability of such a pro- 
cedure in small ships where accommodation was 
limited. At the manning pools, no ratings or 
officers were to take up sea appointments without 
chest x-rays. Out of these mass surveys several 
new cases, with no clinical symptoms, were 
diagnosed. 

As indicated in Table II there has been an 
increase in the rate per 1,000 from a low of 0.71 
in 1942 to 1.10 in 1944. For the first half of 
1945 it was 2.2 and for the last half 2.9; but no 
doubt -this figure has been influenced by the 
wider surveys made, the persistent hunt for 
early cases, the general wear and tear of war- 
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fare, and the large scale x-raying which accom- Tasie VI.—A 
panied demobilization. Possibly the figure 0.71 
. * Number 
would have been higher had there been available Rinpet dl indict iine Sian 
in the earlier part of the war the equipment — 
. . . REMAN sa aidte chs C6 dg OS Sa oe 3 2.4 
and trained staff which was obtainable later on. tiwaaea............. 5 43 
The following tables are self explanatory. Subminimal and minimal........... 75 64.6 
Moderately advanced.............. 26 22.4 
Sint Far poiausnnceh ixrishitrewiaciane ss 7 6.0 
Reorvuir EXAMINATIONS AND REJECTIONS, MALE AND Taste VI.—B 
FEMALE, FROM SEPTEMBER 1, 1939 To DeEcemMBER, 31, 
1945, INCLUSIVE 
Laboratory test results Number % 
Total examinees M.S SGRS Fee Cee ese. eleeeee sees 114,284 None recorded................ee-. 12 10.3 
Total rejects, all CAUSES. 2. 6c eee eee eee eee 11,636 Positive sputum and/or gastric lavage 48 41.3 
Percentage examinees rejected, all causes... .... 10.18 Positive effusion................... 1 0.8 
Total rejects, tuberculosis. ................... 566 Mantoux (only) positive...... beeeee 31 26.7 
Percentage examinees rejected for tuberculosis. . eee TIS os i vaee cs cassie acess . 20.6 
Percentage rejects rejected for tuberculosis... .. > ~ cette 
Taste VII. 
TaBLeE II. 
Contact and medical history Number % 
Complement at Number Rate per : 
Period : 1, DINE ecu ie ciesesssans<és 80 68.9 
pr a ar mae Pre-enlistment pleurisy............. 1 0.8 
Sept. 1939 to Pre-enlistment other disease (relevant 
Dec. 1941, inclusive. 27,614 51 0.85 0 MOCO) 6 os eos cee cesses 0 0 
Warm 49,398 35 0.71 Family and civilian contacts........ 22 18.9 
Year 1043........... 75,354 65 0.86 Contacts known amongst naval per- 
Your teas........... 95,609 105 1.10* SOUR View ere oenes Vieed dies 13 11.2 
Jan. 1945 to June 30.. 99,078 106 2.2 
July 1 to Dec. 31, 1945 42,359 128 2.9 Tapue VII. 
+ ly. 
Pulmonary only ‘iit 
TaBLe III. Age at re-categorization of cases % cases 
—ooo oo ———————[—_—_—[_—[_—>>—=—_—_—[ —[=>>[{{{[*>>*_>—_*_<—<—«———>>—>——l—l—>[>[[_-—=[][]—_—=={=={===>== 20 years and under ee y | 18.1 
Number ee PPP errr error eres , 53 45.6 
Occupation by rating i ee ee ee ere ee Petes 22 18.9 
rr Be PO I IOE 6 6 06 6508s dances 20 17.2 
ao Ma eIGsuekikedsas teak ee 6 5.1 
OED e se ate 8 wie he ewe 10 8.6 
WON, GR ood 6 kc vwsic nent peaceees 61 §2.5 CONCLUSIONS 
Cooks andstewards.-22000000.. "8 "ga. The high rate for 1945 was due to routine 
Supply and writers................. 8 6.8 and demobilization x-rays. 
ee gems, eee eter ere : id 2. Overall yearly rate per 1,000 was 2.36. 
TasLe IV. 
Number 
Length of service of cases % cases a 
° — 
12 months and less................ 7 6.0 
TE WO er a ove 6 bic kccdew ees 16 13.7 
20 WO DI oid ks roe cccsasewes 30 25.8 
Se We es Sei cceaecessnds 23 19.8 
POTTY err rer 40 34.4 
Tape V. The science of mental hygiere is one of our newer 
—_—_—_————_— OOOO disciplines, concerned with the human mind and emo- 
Number tions. Even in its present early stage of development 
Length of sea service of cases Ycases it helps man adjust to his environment, to live in greater 
N ; 27 23.2 harmony with his family, his community, his world. 
Veto6 months... -ssseeeecelel,~16~—«BT_—_This science of mental hygiene needs urgently to be 
7 to 12 months............ Fev eecoes 25 21.5 developed and applied as a basic element in preventing 
13 to 1G SHORE. oc 6s ov oc we Cecweves 8 6.8 war and destroying the seeds of war.—Thomas Parran: 
3D Oh GR 6nd Sakwepedaesswaae 40 34.4 
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ENURESIS* 
By C. B. Stewart, M.D. 
Winnipeg 


HE child born into this world with a partial 

obstructive lesion of the lower urinary 
tract, which allows evacuation of urine but 
maintains back pressure above the level of the 
lesion, has a good chance of being allowed to 
retain this abnormality until secondary changes 
are such that a complete urological investiga- 
tion is demanded. 

Particular attention has been given during 
the past five years to enuresis in adult males 
and as few organic causes have been found, 
there is even a greater tendency than before 
to consider the problem entirely a functional 
one. Obviously, an individual arriving at adult 
age in a healthy state has no organic basis for 
his enuresis. If an organic cause were present, 
the possibility of reaching that age in good 
physical condition would be unlikely. 

The incidence of organic lesions producing 
enuresis is low (approximately 1%), but the 
discovery of one case out of 100 and the re- 
moval of the cause of the disability is ample 
compensation for the thought and time spent 
in interviewing the others. 

In the investigation of an enuretic, one must 
look for: (1) irritating causes; (2) endocrine 
disease; (3) abnormal mental states; (4) 
neurological lesions; (5) organic causes. 

In order to determine into which group a 
given ease falls, a complete history and phys- 
ical examination are a necessity. Attention 
should be given to the child’s birth and past 
history, the family history, the treatment car- 
ried out so far, the attitude of the parents or 
guardians to the affliction, and the reaction of 
the child to his environment. Regarding the 
urinary system, inquire as to whether enuresis 
has been continuous from birth or whether 
there has been an interval of freedom. Is it 
nocturnal only or diurnal as well? Does the 
child empty the bladder freely or is there 
difficulty, straining and a poor stream? Does 
wetting occur immediately or soon. after 
voluntary urination, or is it at long intervals 
and when the bladder would ordinarily be 


* Read at the Seventy-seventh Annual Meeting of the 
Canadian Medical Association, Section of Urology, Banff, 
Alberta, June 12, 1946, 


distended? Does it occur every night and more 
than once a night, or only on occasions? 
Determine if possible whether there is actually 
a true incontinence rather than enuresis. If 
at all possible, a child should be observed dur- 
ing the act of urination to determine the ease 
with which the bladder is emptied and a test 
for residual urine done immediately after. A 
careful examination of the qualitative and 
quantitative character of the urine is done and 
an examination is made of the genital and 
anal canal; and in some eases blood studies, 
basic metabolic rate and x-ray studies of the 
urinary tract and spine are made. 

In the organic group, the history is constant 
and progressive, and the symptom is present 
both day and night. Some abnormality is 
noted in the ease with which the child voids; 
there is usually straining, a poor stream, and 
dribbling. Care in eliciting the history and in 
carrying out the general physical examination 
can usually determine whether or not an 
organic lesion is present. 


In meatal stricture, which is sometimes the 
cause of a definite disability, no difficulty is 
encountered in the diagnosis. In such eases, 
the child will strain during the act of voiding 
and on physical examination and palpation of 
the urethra definite dilatation and bulging will 
be observed. 

The urethral valve, while it may only result 
in maintaining the symptoms of enuresis, can 
produce such a high degree of back pressure 
that extensive renal damage is inevitable. In 
this group a definite disturbance in voiding is 
noted, particularly alteration in the force of 
the stream and dribbling. There is no interval 
of freedom from enuresis; but instead, the 
condition tends to become more pronounced. 
Residual urine of varying amount is encountered 
and on endoscopic examination the valves are 
usually bilateral, extending from about the 
level of the verumontanum upward and for- 
ward in the direction of the vesical sphincter 
and the anterior commissure. The prostatic 
utricle is usually found to be enlarged, but 
this I consider is not significant as it is com- 
monly found in eases of enuresis in the male 
child. Trabeculation of the bladder may be 
present and the condition may have gone on 
to ureteral dilatation with hydro-ureter, hydro-: 
nephrosis, and advanced kidney damage. Cyst- 
ogram will often reveal a funnel-shaped 
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bladder neck and a dilated bladder, while 
intravenous urogram will determine the degree 
of renal function and thé presence or absence 


of ureteral dilatation. The treatment is re- 
moval of the obstruction, usually by endoscopic 
resection or fulguration. If adequate treat- 
ment is instituted in the early stages, the 
chronic disabilities that may arise are pre- 
vented. However, if the child is allowed to 
carry on, such extensive changes may occur 
as one can demonstrate in the following two 
case reports. 

First, H.C., a boy of 10 years when first seen, 
with a history of enuresis since birth, a blood 
urea nitrogen of 94 mgm., and a marked sec- 
ondary anemia, was found to have a bicuspid 
valve situated at the bladder neck and a 
residual urine of approximately 10 ounces. Re- 
section and fulguration of these valves resulted 
in a complete emptying of the bladder and a 
return to normal function as far as the bladder 
was concerned; but such was the extent of 
renal damage produced by the long period of 
back pressure that he died two years later of 
renal insufficiency. 


The second ease is that of a little boy of 
8 years, R.M., who also had enuresis since birth 
and an elevated blood urea nitrogen. Cysto- 
gram demonstrated a markedly distended blad- 
der with an efflux up both ureters and a 
marked hydronephrosis. Intravenous urogram 
revealed poor visualization with marked dilata- 
tion on both. sides, the right more advanced 
than the left. Nephrostomy drainage was 
established on the right side and a resection 
of the valves of the posterior urethra resulted 
in the cessation of the symptoms of enuresis 
and a marked improvement in his general 
health. It is three years since this operation 
was performed and the child still retains the 
nephrostomy tube in his right kidney. 


These are two examples of what may take 
place as a result of incomplete investigation 
and the consequent withholding of appropriate 
treatment. Minor degrees of disability are 
encountered from time to time, and if corrected 


when a child is young not only render the child 
and the parents more comfortable and happy, 
but also may present these later developments. 

The value of complete investigation where 
organic lesions might be encountered is demon- 
strated in the following case report: 
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A well-developed child of 4 years of age had 
had enuresis since birth in a gradually increas- 
ing degree. He had difficulty in voiding and 
marked dribbling following the act. He was 
found to have 114 ounces of residual urine with 
moderate evidence of ureteral and pelvie dila- 
tation on the right side. Examination revealed 
two congenital anomalies: a diverticulum of 
the penile portion of the urethra and two bi- 
cuspid valves in the posterior urethra. The 
former was treated by excision and closure of 
the urethra and the latter by fulguration. The 
pathological examination of the diverticulum 
showed the epithelium to vary from a flat 
cubical type of cell to a squamous type. Since 
operation the child has been completely free 
of his former symptoms and has improved in 
his feeling of general well-being. 

There is another group of cases, falsely con- 
sidered as enuretics, where ectopic ureteral 
orifices account for the symptom. A ureteral 
orifice may be located in the urethra, in the 
vagina, or at a site around the urethral meatus 
in the vestibule. This usually occurs in girls 
and is most commonly a unilateral anomaly. 
The urine from that side being expelled on to 
an external surface may give the impression 
that this is a true enuresis. These children 
void normally, have good foree, empty the 
bladder well, and no residual urine is found. 
The tone of the urethral muscle is normal and 
yet this continual drainage of urine is main- 
tained. Considerable care in the examination 
may be required before the site of the ureteral 
orifice is located, particularly when it is situated 
in the urethra. Early discovery of this type 
of anomaly may mean the salvation of a 
kidney; while if the anomaly is allowed to 
persist, secondary infection in the lower end 
of the ureter and consequent inflammatory 
obstruction at that site will result in the kidney 
from that side being grossly infected. Slides 
were shown of a young girl of 5 years who was 
considered to be suffering from enuresis until 
she developed an acute infection in a hydro- 


nephrotic kidney. When seen, her intravenous 
urogram revealed no function on her left side 
and a normal kidney, on the right, while by 
eareful study of the urethra with an endoscope 
one was able to see a small orifice on the left 


lateral wall. In her case a nephrectomy was 


necessary. 





372 


Hort: 


Persistence of a vestigial structure with 
an outlet in the region of the urethra may 
produce symptoms which will simulate enuresis. 
The Wolffian duct, which should disappear, 
may remain and by its secretion maintain a 
considerable watery discharge. Again in this 
abnormality one finds a normal bladder with 
normally placed ureteral orifices; renal fune- 
tion is good and both kidneys empty into the 
bladder. If the opening of the vestigial struc- 
ture is located, a catheter passed through and 
the duct injected, the rudimentary structure 
will be seen running up the posterior wall of 
the pelvis for a variable distance and may 
reach as high as the kidney. The fluid 
obtained from this souree is non-irritating 
and does not produce excoriation around the 
vulva as is seen with involuntary discharge of 
urine, and it contains no urea. If the opening 
of this duct becomes blocked, some discomfort 
and occasionally severe pain associated with a 
high fever may give the impression that the 
diagnosis is pyelonephritis. Urinalysis may 
substantiate that opinion if the infected dis- 
charge is mixed with the urine. The following 
cases demonstrate the abnormality. 

1. M.K., a girl of 10 years, who had worn 
diapers all her life and had been treated in- 
actively or occasionally with medicine, was 
found to fit into this group. Her general ex- 
amination and the examination of the urinary 
tract revealed no abnormality. Her intravenous 
urogram was normal, and cystoscopiec examina- 
tion was normal. The opening of the duct in 
her case was in the vestibule, and the catheter 
entering this passed on up to the region of the 
left kidney. When injected with an opaque 
media, a hugely dilated duct was demonstrated 
and the fluid obtained through the catheter was 
shown to be free of urea. This duct was re- 
moved by first freeing the upper end, which was 
blind, and following this down posteriorly to 
the broad ligament where it ended as a small 
fibrous cord. 

2. This was a girl of 3, with a similar history 
plus intermittent attacks of pain in the right 
abdomen, associated with fever. Her intravenous 
pyelogram and cystoscopic examination were 
normal, while a careful search of the urethra 
demonstrated a small opening from which frank 
pus occasionally escaped. Injection of this duct 
revealed a similar lesion as seen in the fore- 
going case. This duct was also removed and 
resulted in a cessation of her previous disability. 


THYROIDITIS 
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In conclusion, I would say that a conscientious 
attempt to determine the cause of enuresis should 
be made. Although by far the large majority 
of cases of enuresis will be time limited and 
will be cleared without any interference, the 
disastrous effects of overlooking a serious ob- 
structive lesion should be kept in mind. 





CHRONIC NON-SPECIFIC THYROIDITIS 
By C. George Hori, M.D. 
St. Mary’s Hospital, Montreal 


T is stated that Riedel’s struma and Hashi- 

moto’s disease are rare conditions, the rate of 
incidence of the former being about 0.1 or 0.2% 
of all cases of goitre in which operations have 
been performed in the Mayo Clinic. However, 
recently, we had two of these cases within a 
week and these together with three other cases 
admitted in this hospital within recent years 
form the basis for the present report. 

Of the series of 170 consecutive cases of sub- 
total thyroidectomies performed during the past 
several years in this hospital, there were two 
eases of Riedel’s struma and three cases of 
Hashimoto’s disease. On the other hand, car- 
cinoma of the thyroid gland is reported to be 
more common, the incidence being 2.5 to 3% of 
all patients operated on for goitres.2 In our 
series there was only one ease of goitre con- 
sidered to be of low-grade malignancy, and this 
was found in the lateral aberrant mass. 

Both of these conditions are stated to be un- 
accompanied by symptoms of the disturbances 
of thyroid function, other than local enlarge- 
ments and pressure symptoms upon the adjacent 
structures.* In fact, the basal metabolic rate is 
often found to be below normal in Hashimoto’s 
disease.* In the five eases here reported, all 
presented one or more symptoms of hyper- 
thyroidism such as nervousness, tremor, sweat- 
ing, tachyeardia, loss of weight. Basal metabolic 
rate was elevated in four eases. The fifth had 
a rate of minus five, but this patient had com- 
plained of nervousness, sensation of heat, tachy- 
eardia, loss of weight and had mild exophthalmos. 

At operation the gland was found to be rub- 
bery-hard in consistency and nodular, particu- 
larly in Riedel’s struma, and the enlargement 
involved both lobes of the thyroid in four cases. 
In one ease of Riedel’s struma the swelling was 
confined only to the left lobe. 
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In all cases, the margin of the glandular 
swelling could not be well delineated and con- 
siderable difficulty was encountered in its dissec- 
tion because the glands merged into adjacent 
structure, particularly the trachea to which it 
was densely adherent. Because of these adhe- 
sions, it had been extremely difficult to avoid 
injury to the recurrent laryngeal nerves and to 
the parathyroids. Tracheitis occurred post- 
operatively in four cases, lasting for five or six 
days. 

The appearance of a myxcedematous state 
following partial thyroidectomy for these condi- 
tions has been reported to be quite common." 
In our series the basal metabolic rate of one case 
of Riedel’s struma came down to minus 13 and 
two eases of Hashimoto’s disease came down to 
minus 19 and minus 11, following the operations. 
However, no clinical evidence of myxcedema was 
noticed during the postoperative period of 
observation. 

The microscopic picture presented in all these 
eases was typical. Marked hypertrophy of the 
lymphoid tissue replacing the parenchyma and 
showing degenerating germinal centres of the 
lymphoid tissue and degenerating acini were 
observed in all three cases of Hashimoto’s dis- 
ease. In the two eases of Riedel’s struma, ex- 
tension of the connective tissue into the sur- 
rounding tissue, discrete, isolated acini, showing 
various stages of degeneration, diffuse infiltra- 
tion of the connective tissue separating the acini 
and in areas eausing sclerosis of the gland tissue, 
was observed. 


CASE 1 


Female, aged 47 years, admitted on December 2, com- 
plaining of swelling in the left side of the neck, during 
the past one year, with nervousness, tachycardia and 
discomfort. 

Examination revealed a painless lump about the size 
of a walnut in the left lobe of the thyroid gland, which 
moved up and down on swallowing. At operation the 
tumour mass, about one and three-quarters of an inch 
long and one inch in diameter, was dissected out with 
some difficulty. Mild tracheitis was present for five 
days postoperatively. 

Pathologic diagnosis: chronic thyroiditis, Riedel’s 
struma. : 


CASE 2 


Female, aged 29 years, admitted February 17, com- 
plaining of swelling in the neck for six months, fainting 
spells, palpitations, nervousness, for the past four years, 
voracious appetite but loss of weight of ten pounds 
during the past six months, and sensations of cold for 
several years. 

Examination showed enlargement of the thyroid in 
both lobes, but particularly in the isthmus and right 
lobe, which felt nodular. Blood pressure 120/58, pulse 


rate 99. Heart beats were accentuated with occasional 
extra systole. 


Systolic murmur heard all over the pre- 





cordium. Hands were warm and moist and there were 
fine tremors in the extended hands. The electrocardio- 
gram and x-ray of the chest were normal. Basal 
metabolic rate was plus 21, and blood cholesterol 154. 

Thyroidectomy was performed. Four days after the 
operation, basal metabolic rate was plus 13 and 14 days 
after the operation it was minus 8. Tracheitis present 
for seven days. 

Pathologic diagnosis: Riedel’s struma. 


CASE 3 

Female, aged 41 years, admitted on June 7, complain- 
ing of mass in the neck which had been present for 
thirty years, and which recently increased in size. Pa- 
tient was also complaining of tiredness, and palpitation. 
Examination revealed swelling in the suprasternal area, 
which moved up and down on swallowing. The basal 
metabolic rate was plus 8. 

At the operation the gland was found to be hard 
and firmly adherent to the trachea. Four-fifths of the 
gland and all of the isthmus was removed. Eight days 
after the operation basal metabolic rate was minus 11. 

Pathologie diagnosis: Hashimoto’s disease. 


CASE 4 


Female, aged 35 years, admitted on March 13, com- 
plaining of weakness and loss of ambition, nervousness 
and swelling in the neck for several years. 

Examination revealed blood pressure 118/76, pulse 
rate, 100, and a slight widening of the palpebral fis- 
sures. There was an enlargement of the thyroid gland 
on the right side and to less extent on the left side 
as well. Basal metabolic rate was plus 26 and the blood 
cholesterol was 119 mgm. %. 

At the operation a rubbery, hard, nodular enlarge- 
ment of the gland was removed from the right side 
and a smaller one from the lower pole of the left one. 
Seven days after the operation the basal metabolic rate 
had gone down to 0. 

Pathologie diagnosis: Hashimoto’s disease. 


oe 


CASE 5 


Female, aged 60 years, admitted on October 1, com- 
plaining of swelling in the right side of the neck for 
the past five years, gradually enlarged to the size of a 
lemon, She also complained of nervousness, sensation 
of heat and slight exophthalmos. 

Examination showed, blood pressure 190/110, pulse 
rate. 90. There was a nodular enlargement of the 
thyroid gland found in the right lobe. A small one 
was also found on the left side. Basal metabolic rate 
was minus 5. X-ray showed enlarged thyroid with retro- 
sternal extension. The trachea was displayed but not 
constricted. 

At operation two-thirds of the thyroid was removed 
on the right side as well as from the left. Basal 
metabolic rate twelve days after the operation was 
minus 19. 

Pathologic diagnosis: Hashimoto’s disease. 


SUMMARY AND CONCLUSION 


1. Hashimoto’s disease and Riedel’s struma 
are not as rare as reported. 

2. They are usually accompanied by one or 
more symptoms of hyperthyroidism, and the 
basal metabolic rate may be elevated. 

3. At the operation, whenever hard glandular 
enlargement that envelops and becomes adherent 
‘to the trachea is observed, these diseases must 
be considered for diagnosis and depending upon 
the basal metabolic rate, due conservation must 
be exercised in extirpating the gland, since there 
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is a good possibility for a myxcedematous state 
to occur following the operation. 


I am indebted to Dr. H. 8. Dolan for criticisms and 
suggestions in the preparation of this paper. 
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CASE REPORTS 


PRIMITIVE RETICULO-SARCOMA 
OF THE KIDNEY* 


By Paul Bourgeois, F.R.C.8.[C.] 


Chief of Urology, Notre-Dame Hospital, 
Consulting Urologist to Ste-Justine Hospital, 
Montreal 


Tumours of the kidney observed in the first 
decade of life differ markedly from renal 
tumours developing in adult life. Most of the 
time, they are represented by a mixed growth, 
the so-called adenomyosarcoma of Wilms. 

One might say that Wilms tumours make up 
75% of the cases. Once in a while, it is possible 
to obtain a report in the medical literature of 
a benign tumour or even of a teratoma. The 
histological classification is of interest only to 
the pathologist but we think that every urologist 
should try his best to throw light on the simple 
clinical diagnosis. 

This is why we have thought it of interest to 
present for discussion, a case that we had the 
good fortune to follow for a period of nearly two 
years. 


On July 10, 1944, M.C., a girl, 7 years of age, was 
admitted to Ste-Justine Hospital. In the previous 3 or 
4 weeks, her mother had noticed, while bathing the child, 
that her left side seemed to be enlarged. Two days 
previously, the family doctor, by means of a blood count, 
had eliminated an enlarged spleen. 

The history does not bring out any particular fact 
of importance. This child had always been more 
‘‘fragile’’ than her brothers and sisters; she had trouble 
to keep up with her classmates in school; very often 
was subject to protracted colds. She never had any 
difficulty in micturition; no frequency, no dysuria, no 
pain on urination. Her appetite was excellent, her 
bowels moved regularly and she did not complain of 
any soreness in her abdomen, but she tired easily, did 
not play with other children and stayed by herself. 

The clinical examination revealed a child, under- 
weight, anemic and slightly dyspneic. The abdomen 


* Read at the Seventy-seventh Annual Meeting of the 
Canadian Medical Association, Section of Urology, 
Banff, Alberta, June 14, 1946. 


was moderately distended and on inspection, a mass 
could be seen in the left upper quadrant. Bimanual 
palpation revealed a tumour the size of a huge grape- 
fruit, hard, apparently fixed, extending to the middle 
line. The tumour was absolutely painless. 

The blood count showed 4,400,000 red blood cells and 
11,500 white blood cells, 79% Hb. 74% polymorphonu- 
clears 25% lymphocytes. Urinalysis was normal except 
for very small quantities of albumin and a few bacteria. 

A barium meal showed that the stomach was pushed 
towards the right by an opaque and round tumour ap- 
parently coming from the renal region. A probable 
diagnosis of perirenal tumour was made. 

On July 18, under local anesthesia, a 16 F cysto- 
scopic examination was performed. The bladder capacity 
was normal and the mucosa was normal. The ureteral 
orifices which were normal were catheterized up to 15 
centimetres. Uyine was collected on each side and 
showed no bacteria or pus. On the left side, a few 
epithelial casts were found. A phenolsulfonphthalein 
intravenous injection showed at the end of 70 minutes 
36% on the right side and 10% on the left side. 

A plain film taken with the opaque catheters in situ 
revealed, on the left side, a mass which was round, well 
outlined and seemed to occupy the left renal region. 
The filling of the right pelvis with skiodan gave a normal 
pyelogram. 

On the left side, the pelvis was a little enlarged and 
situated at the level of the body of the third lumbar 
vertebra and there seemed to be a definite compression 
of the upper calyx by the mass, which had taken the 
place of the upper pole of the kidney. 


The diagnosis of calcified cyst was then established 
and a lumbar incision decided on. The next day, the 
child had to be transferred to the contagious diseases 
department on account of a swelling of the right parotid 
gland. 


Finally, on August 3, 1944, under cyclopropane 
anesthesia, a left lumbar incision was made and a huge 
tumour was found very intimately adherent to the 
kidney. 

A total nephrectomy was performed. It did not 
present any special difficulty except at the site of the 
pedicle where the stomach had to be pushed back by 
blunt dissection. The tumour and kidney were removed 
en masse and the wound closed in three layers, with two 
cigarette drains. 


The postoperative course was uneventful outside of 
very slight reactions to the blood transfusions. The 
child was discharged on the 15th day with the wound 
completely healed. 


Since then, she has reported to the outdoor 
department. I saw her last on May 21, 1946. 
She is now 9 years old, and weighs 55 pounds. 
Her abdomen seems normal, her appetite is good 
and she goes to school like any girl of her age. 
Urinalysis is completely normal and there are 
no clinical signs of metastases. 

The interesting part of this case is in the 
tremendous pathological report which took 
nearly three months to be finished. On October 
17, Professor Pierre Masson, head of the depart- 
ment of pathology at the University of Montreal 
honoured me with a five-page document to tell 
me that his huge experience in classification of 
tumours known the world over, had been baffled 
by this most unusual ease. 

I take the liberty to give you a résumé of the 
results of gross examination and present you 
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with ‘‘his conelusions’’. I have brought the 
slides and those interested are very heartily 
welcomed to examine them. The pathological 
report, translated through the courtesy of Pro- 
fessor L. C. Simard, Pathologist in Chief at 
Notre-Dame Hospital is as follows: 

Pathological report (by Professor Pierre Mas- 
son).—The tumour is spherical and measures 
13 em. in diameter, it weighs 1,200 grams and 
occupies the upper pole of the kidney. The 
lower half of the kidney and the pelvis are 
protruding under the tumour. The capsule of 
the kidney is continuous with the capsule of the 
tumour, 

A medio-sagittal section shows a normal 
kidney in its lower four-fifth. Its superior limit 
is continuous with the tumour, but seems to be 
at the same time compressed and infiltrated by 
it. 


k& 
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Fig. 1 


Gross examination.—It cannot be cut easily ; 
some of its parts are soft and pink-white, others 
are grey, hard, chalky, and when cut, crushes 
the other soft parts. The cut surface, therefore, 
is imperfect, but present lobulations of 1 to 3 
centimetres in diameter and incompletely sur- 
rounded by fibrous bands. Some of the lobules 
are mostly soft and punctuated by an opaque 
calcified substance. In some others the calcium 
predominates and there exist only small nodules 
or bands of soft tissue. Nodules and bands have 
a rather uniform diameter of 0.5 to 0.8 mm. 
and seem to correspond to the section in different 
planes, of ramifying anastomosed cords, enclosed 
in a ealeified sheath which at the same time 





isolates and supports them. Some of the cords, 
larger than the others, have a central cavity 
filled with blood. 


Fragments of the tumours have been fixed in 
Bouin, Muller-formol, and saline-formol. The 
first paraffin blocks could not be cut and decalei- 
fication was indispensable. This was easy and 
rapid but accompanied by a violent unusual CO, 
discharge which dislocated the fragments. 

Microscopic examination.—(1) Capsule. The 
tumour is enclosed in a capsule which is irregu- 
lar in thickness but everywhere more thick than 
the kidney capsule. The tumour capsule shows 
interesting features. It is made of two layers, 
one external -fibro-lamellar and thin in which 
appear small smooth muscle fibres: this layer 
is continuous with the inferior kidney capsule. 
The internal layer which is adherent to the 
former varies in thickness; it is lamellar ex- 
ternally and fibrous in its inner region. In its 
interstices appear remnants of the kidney, flat- 
tened Bowman capsules with avascular and 
sclerosed glomeruli and tubes with acylindrico- 
euboidal epithelium, probably of excretory 
nature. Similar elements may be found also 
dispersed in the fibrous bands of the tumour. 
There is no precise limit between this internal 
layer and the tumour tissue. On the contrary 
the layer is invaded outwardly by cellular 
strands which insinuate’ themselves between 
the glandular remnants and surround them 
afterwards. 


From these findings one may conclude that, 
(a) the neoplasm has not arisen outside of the 
kidney to invade it afterwards, but in the kidney 
itself; (6) it has grown in the superior pole of 
the kidney, has infiltrated the parenchyma, 
atrophied a part of it and compressed it on the 
distended kidney capsule. 


(2) Tumour tissue—(a) General characters. 
The tumour tissue is very cellular. Under low 
power it shows relatively large nuclei, ‘‘moder- 
ately’’ chromophiliec, enclosed in a clear, poorly 
acidophilic, cytoplasm. The cells are pressed 
together and between them appear an abundant 
network of collagenous and argyrophilie fibrils. 
To these elements, which are only present in 
the invasive regions—which correspond to the 
subeapsular zones, where are atrophied renal 
remnants—are added blood vessels. These com- 
mand the structure of the whole deep portion 
of the tumour: the neoplastic tissue is well pre- 
served near the vessels, but away from them it 
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becomes necrosed. So that each vessel is 
sheathed by a living tissue layer, perithelial in 
aspect, separated from similar ones by more or 
less degeneration and calcification. These vessels, 
which are mostly capillaries, are separated from 
the tumour cells by a collagenous membrane. 
This is very thin near the invasive zones where 
the capillaries are narrow, but it becomes pro- 
gressively thicker where the vessels are larger. 
Some of these have a rudiment of a muscular 
media. 

(b) Cytology.—The nuclei of the tumour cells 
are regular in size, but have varied forms: 
spherical, oval or kidney shape. The chromatin 
network is dense and very delicate, with one or 
two nucleoli here and there. The mitoses are all 
typical and moderately abundant: there are 
about two in each field. 

The cytoplasm is everywhere clear and trans- 
parent, poorly stained and purely acidophilic. 
It has however some important morphological 
differences in various regions. In certain parts 
there are no limits between nucleated areas 
which seem to form a syneytium. In others the 
tumour itself, cedematous, becomes lacunar. 
Then each nucleus is enclosed in a cytoplasmic 
body, stellate in form, anastomosed with others, 
and forms with them a symplastie reticulum. In 
other places the eytoplasm is individualized 
around each nucleus. Here the contours of the 
cells are well demarcated. Most of these are 
spherical and their nucleus is more or. less 
eccentric. Here and there however, they are 
elongated and disposed radially around blood 
vessels: here the perithelial structure is at its 
best. 

Most of the tumour cells, individualized or 
symplastic, have a peculiar structure which is 
puzzling. In the cytoplasm, near the nucleus 
there is an inclusion, perfectly spherical, well 
outlined, homogeneous and glassy in aspect, 
which is stained weakly in pink by phloxin and 
a pure pale blue by anilin blue. This sphere is 
3 to 8 mm. in diameter. In round cells it occupies 
the centre of the cytoplasm and pushes aside 
the nucleus. In the elongated cells, disposed in 
rosettes around the capillaries, it invariably 
occupies the vascular pole. It seems to be very 
resistant and rigid: in certain regions of the 
tumour that has been altered by the surgical 
trauma or by poor fixation only the spheres 
remain intact. 

What is the signification of this peculiar 
inclusion? There is no doubt that it occupies 


the place of the Golgi apparatus: its aspect and 
staining capacities are similar to those of the 
colloid of the thyroid gland, but that does not 
permit of identification, and I must confess that 
I do not know any normal cell which has any- 
thing similar. I have seen similar formations 
in juxta-renal and not in intra-renal tumours. 
This is the more regrettable because this inclu- 
sion is striking enough to give to the tumour 
a characteristic aspect. 

(c) Local characters.—The neoplastic tissue, 
with its symplastie and cellular aspects and its 
fibrillar network is so generalized throughout 
the tumour that it can be considered as unique 
in nature. It presents however somewhat 
important local variations. 

In the invasive zones and immediately behind 
them, it forms strands and then confused masses 
in which the contiguous cells are enclosed in the 
meshes of a dense fibrillar network without any 
precise orientation. There are here no blood 
vessels of any kind. These appear in the deeper 
regions; they are narrow and sparse; their 
endothelium is separated from the tumour cells 
by a thin collagen membrane. On this are im- 
planted the fibrils of the intercellular network. 

Still more deeply, pyenotie nuclei appear in 
the intervals, and far from the capillaries, and 
then still deeper necrotic zones. Only eight to 
ten layers of cells remain well preserved around 
each vessel. The lumen of the vessel becomes 
larger and its endothelial lining is surrounded 
by a sclerosed sheath. The tissue tuft which 
surrounds each vessel is not inert; the cells 
continue to proliferate; those that are far away 
from the vessel continue to undergo necrosis so 
that the living tuft keeps the same thickness and 
only the necrotic mass increases in size. 

The structure of this living cellular sheath 
undergoes slight modifications: its reticular 
ground substance becomes thicker and forms 
large meshes, somewhat flattened in relation to 
the vessel and seeming to orient themselves con- 
eentrically around it. The tumour cells ac- 
cumulated in these meshes form cords which are 
disposed in circles or spirals around the vessels. 
When the cells are near the vessel their orienta- 
tion is sometimes perpendicular to it, and their 
inclusion is turned toward the vessel. 

The vessels of each tumour lobes are inter- 
communicating: they form a vast capillary net- 
work communicating with several large vessels. 
The wall of these is fibrous and very thick, but 
their endothelium is surrounded by several 
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layers of smooth muscle fibres. These large 
vessels are undoubtedly distributing and collect- 
ing vessels in connection with the capillaries of 
the tumour, but their individual structure is too 
imperfect to recognize those that have the value 
of arteries and those that function as veins. 
There is a probability that they all are new- 
formed vessels, secondarily differentiated. 

As to the young capillaries which invade the 
tumour tissue behind the invasive -zones, they 
result from the outward budding of the deep 
vessels. It should be noted however that young 
vessels may be observed only in the subcapsular 
regions, where the tumour invades the renal 
remnants. Everywhere else the preformed 
vessels become larger, their wall is sclerosed, but 
they never give lateral ramifications to the tissue 
that surrounds them. One may thus understand 
why the latter live and multiply around the 
vessels, and die when they are far from them. 

What name could be given to this tumour? 
I think it is more easy to say what it is not than 
to say what it is. It is not a Wilms’ tumour. 
The above description shows that. The Wilms’ 
tumours are very variable in their structure, 
and never contain, even locally, a tissue similar 
to the one that has been just studied. 

It is not an epithelial tumour; it has not the 
structure of an epithelial tumour and the only 
epithelial formations that it contains are renal 
tubes enclosed in it. 

One can be positive in saying that it is a 
mesoblastic neoplasm that may be called a 
sarcoma. The difficulty is to define the nature 
of that sarcoma. 

Its richness in vessels, and most of all the 
orientation of the tumour tissue around these, 
might suggest the hypothesis of an angiosar- 
coma; but this is not supported by the ex- 
amination. The perivascular arrangement is 
accidental. The tissue that invades the kidney 
remnants has no blood vessels. The vessels 
penetrate it only secondarily. Nowhere do the 
vessels result from a differentiation of tumour 
cells, and nowhere does the endothelium give 
rise to tumour cells. Everywhere again the 
tumour cells are separated from the vessels by 
a connective tissue wall which thickens pro- 
gressively. The tumour tissue therefore has no 
more genetic relations with the vessels which 
irrigate it than has a carcinoma with the vessels 
of its stroma. 

If one considers the structure of the tumour 
tissue which is either syncytial, or cellular, the 





aspect of the nuclei, the argyrophilic collagen 
network, it is difficult not to think of a reticulum 
sarcoma. However the curious cyanophilic in- 
clusions of most of the cells suggest some reserve. 
They are found neither in the reticulo-sarecomas 
of the lymph nodes nor in those of the bone 
marrow. But it might not be a reason to refuse 
to our tumour a name which is justified by its 
structural characters. 

Therefore, in want of a better diagnosis, it 
is by the name of primitive reticulo-sarcoma of 
the kidney that I shall designate the tumour 
that I have just described. 


* « * 


We have had in the past thirteen years, the 
oceasion to see a certain number of kidney 
tumours in children but we have never seen a 
tumour of this kind. 

We thought at first of a calcified cyst of the 
kidney in which the amount of calcium was 
higher than usual; one must remember that in 
the solitary cyst the plain x-ray film shows a 
smooth globular shadow, as a rule less dense 
than the shadow of the kidney and sometimes it 
is advisable to use a metallic wire to outline the 
tumour. In our ease, the tumour is easier to 
see than the kidney. The pyelogram shows a 
erescentie deformity of the superior calyx which 
is in favour of a benign tumour and we never 
expected a report of malignancy. 





“ SOLID TERATOMA OF THE OVARY 


By Jean Fraser Campbell, M_D., 
L.M. (Rotunda), D.C.0.G.(Eng.) 


Diplomate of American Board of 
Obstetrics and Gynzxcology, 
London, Ont. 


Teratomas are a group of rare tumours. 
characterized by the inclusion in the tumour 
of tissue derived from all three embryonic 
layers. They occur most commonly in the sex 
glands, although they are occasionally found 
in almost every other organ and tissue of the 
body. Teratomas are of varying degrees of 
complexity. Relatively simple cystic benign 
teratomas of the ovary, called dermoid cysts, 
contain chiefly epidermoid structures like hair, 
sebaceous material, teeth, ete. Mixed tumours 
of the salivary gland and cholesteatomas and 
struma ovarii are other rare simple teratomas 
in which one type of tissue predominates, and 
are usually benign. 
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Solid teratomas of the ovary and testicle are 
extremely complex with all three types of 
tissue growing in wild profusion, forming rudi- 
mentary organs, eyes, teeth, loops of bowel, 
and even chorionic tissue. The teratomas of 
the ovary occur most commonly before or dur- 
ing adolescence and usually run a rapidly 
malignant course, from malignant degeneration 
of one of the contained types of tissue, although 
the pathological picture is often benign at the 
time of primary operation. The mortality rate 
of solid teratomas of the ovary in the world 
literature’ is 65%, and probably many of the 
diagnoses of benignaney would be changed if 
serial sections of all portions of the tumour 
could be examined. 

There are two main theories of origin of 
these tumours. That of Ewing, who considers 
that as the unfertilized ovum is toti-potent or 
able to produce all types of tissue, some un- 
known stimuli may start development of the 
unfertilized sex cell, which produces a fetus- 
like tumour. This could explain very easily 
the type of teratoma occurring at adolescence. 
The theory of Marchand-Bonnet is that, during 
the development of the fertilized ovum, one 
blastomere becomes segregated and does not 
develop with the remaining blastomeres, but 
later develops a teratoma which may be com- 
plex or simple depending on the degree of 
segmentation that has occurred before isolation 
of the blastomere occurred. If it occurred 
early, the cell rest thus formed would be 
capable of forming all types of tissues. If it 
occurred late, a certain degree of specializa- 
tion would have oceurred, so that one or two 
types of tissue would predominate as in dermoid 
cysts. This isolation of a blastomere is similar 
to the process that occurs in the formation of 
identical twins and might be considered a 
failure in the process of twinning. Teratomas 
are more frequent in families where twinning 
is frequent.* 

Solid teratomas of the ovary are usually 
moderate in size, but may be very large, and 
growth so rapid that the tumour usually has 
reached considerable dimensions before symp- 
toms are produced. The following is a report 
of a very large teratoma of the ovary in a girl 
of fourteen: 


The patient, M.K., aged 13 years, was brought to 
my office September 24, 1943, because the menses had 
started, and, having been overweight in childhood, her 
parents hoped that this could be corrected at adolescence. 


The patient, a healthy-looking girl 5 feet 4 inches tall, 
weight 160 pounds, was of the boyish type. Secondary 
sex characteristics were not developed: flat breasts; 
secant axillary and pubic hair; uterus normal in size, 
shape and position and freely movable; adnexa not 
palpable on the rectal examination that was done, but 
no mass felt in the pelvis. The basal metabolic rate 
was —3. Physical examination was otherwise negative. 
Because of her obvious endocrine imbalance, she was put 
on thyroid, gr. 1 daily, plus a low carbohydrate diet. 

A year later, on October 12, 1944, the patient was 
brought to my office again, complaining of enlargement 
of the abdomen of two months’ duration, plus amenor- 
rhea. Sinee her first visit the periods had been quite 
regular until July, 1944, which was scanty, and August 
and September had been missed. The patient first felt 
a lump in the lower abdomen in May, 1944, when it was 
apparently the size of a grapefruit. This slowly en- 
larged till August when it seemed to ‘‘break’’ and 
the whole abdomen became larger and firm. The ap- 
petite became poor, but there was no interference with 
bowel or bladder function, and she was very active in 
sports and school activities. 

On examination, she looked well. Blood pressure 
120/70; the heart and lungs normal. The abdomen was 
enlarged to the size of a 7-months’ pregnancy, sym- 
metrical, and of a rubbery hardness. No fetal parts 
were palpable and no heart tones could be heard. On 
pelvic examination, there was a firm mass pulling the 
uterus, which was palpable, up out of the pelvis. 
Adnexa were not palpable. A diagnosis of pseudo- 
mucinous cystadenoma of the ovary was made and the 
patient admitted to hospital. As this mass was pulling 
the uterus up into the abdomen rather than pushing it 
down, it was most likely to be of pelvic origin related 
to the uterus and its appendages; and, with no sign 
of cachexia or palpable lymph glands, it was more likely 
to be benign than malignant. The benign pelvic tumours 
that attain great size are pseudo-mucinous cystadenoma 
of the ovary and fibroadenoma of the uterus or broad 
ligament. The consistency of this mass was not hard 
enough to suggest fibro-adenoma, and fibro-adenomas do 
not as a rule appear at this early age, while pseudo- 
mucinous cystadenoma of the ovary do. 

At operation on October 15, 1943, on opening the 
abdomen, an immense tumour was found, extending from 
the xiphoid cartilage to the pelvic brim, pearly grey in 
colour, with marked veining and irregular, cystic-looking, 
translucent bosses. The surface of the tumour was 
densely adherent to the surrounding organs and the 
parietal wall. The adhesions were divided with some 
difficulty and the tumour delivered out of the abdomen, 
disclosing its pedicle in the right mesovarium, where 
the ovary had been replaced by the teratoma. There 
was no sign of the tumour having escaped from its 
capsule or invading the broad ligament, although numer- 
ous attachments to surrounding viscera would lead to 
the feeling that, if malignant degeneration had already 
occurred in the depths of the mass, it had already 
spread far beyond the confines of the teratoma. The 
tumour was clamped off at its pedicle and excised. 
Uterus and left adnexa were normal and were left and 
the abdomen closed. 


The patient had an uneventful recovery and was dis- 
charged on her 14th postoperative day. Since that time 
I have examined her at six-weekly intervals for a year 
and there has been no sign of recurrence or metastases. 
Periods were resumed the following month and have 
been normal. 

The pathological picture was as follows: 


Macroscopic examination.—The specimen consists of 
a very large, firm, nodular, greyish-coloured mass measur- 
ing 25 em. in diameter and weighing 5,850 gm. The 
capsule is intact, but there are scattered peritoneal ad- 
hesions. The surface is largely opaque but a few thin- 


walled, cyst-like structures protrude from the surface. 
The cut surface is firm but shows a diffuse multicystic 
structure, the cysts being very small and filled with 
glistening tenacious pseudo-mucinous secretion, 
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Microscopic examination.—The picture is of extreme 
pleomorphism (Figs. 1 to 4). Cysts of small size occur 
throughout. Some have a poorly defined lining of flat- 
tened cells. Others are lined with cuboidal or columnar 
epithelium and contain granular secretion. The epi- 
thelial lining in some areas is tall columnar and 
papillary in type and the cells are filled with mucinous 
secretion, Again in other areas, cyst-like spaces are 
filled with desquamated keratinized cells and the cysts are 
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Fig. 1.—Microphotograph of one area of the tera- 
toma, showing cartilage and glandular cells. Fig. 2.— 
Extreme pleomorphism. Fig. 3.—Cyst-like spaces lined 
with various sized epithelial cells—some poorly de- 
fined, flattened cells, some tall, columnar or cuboidal. 





lined with epidermis. Islands of embryonal cartilage 
occur throughout the mass and, in some areas, there are 
foci of lime salt infiltration. The solid portion of the 
tumour is largely myxomatoid and contains plain muscle 
fibres, islands of adipose tissue, small groups of blood 
sinusoids and other poorly differentiated structures. 


COMMENTS 


The treatment of solid teratomas of the 
ovary is very unsatisfactory. The high degree 
of malignant reeurrence, following simple ex- 
cision of an apparently benign tumour, plus the 
lack of radio-sensitivity of the tumour, as 
evidenced by the entire absence of response to 
x-ray therapy, make the prognosis poor. More 
radical surgery at the early age these tumours 
usually oceur plus prophylactic x-ray therapy 
of a pathologically benign tumour, when there 
is some possibility of a totally benign course 
and a normal life, seem like very severe 
measures and have not been proved to offer 
any higher rate of salvage than excision alone 
and do materially decrease the patient’s hap- 
piness and comfort. Carcinoma of the ovary 
also, in this age group, has a very low salvage 
rate under any kind of treatment. 


The possibility of retarding metastasis with 
the androgens must be thought of and will be 
used in the foregoing case if the need arises. 
Since androgens inhibit normal ovarian fune- 
tion, they may have some value here, particu- 
larly as it seems likely that the stimulus 
starting the unfertilized ovum or blastomere 
into activity was hormonal and theoretically 
it would be most apt to occur where the 
endocrine balance was already poor, as in this 
patient. The use of castration plus estrogenic 
medication for malignant teratomas of the 
testicle with metastases, followed by cure, 
(Saleeby et al.) makes a similar type of manage- 
ment in the female hopeful, although I have 
not been successful with it in early carcinoma 
of the ovary. 

The fact that there has been no recurrence 
during the first postoperative year of a tumour 
that was growing so extremely actively during 
the preceding year, points to a benign, rather 
than a malignant, teratoma in this ease. 
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CASE OF LYMPHOGRANULOMA 


VENEREUM (PORADENOLYMPHITIS) 
IN A WHITE FEMALE* 


By Walter J. Cole, M.D.C.M. and 
Thomas ©. Jewell, M.D. 


Toronto 


It is well known that in the past, Canada 
has been relatively free from lymphogranu- 
loma venereum: a review of the literature 
reveals only four cases reported since 1933. 
A ease is now presented to focus attention on 
the possibility of a sharp rise in the incidence 
of this disease in Canada with the return of 
men in the armed forces from foreign theatres 
of war where this disease is known to be 
prevalent. ' 


The patient, a 20-year old white female, single, was 
admitted to the gynecological service of the Toronto 
Western Hospital from the female venereal disease 
clinic, February 4, 1946, complaining of non-painful 
swelling in each groin, present for approximately three 
weeks. 

She admitted unprotected exposures with casual pick- 
ups, many of whom were returned military personnel. 


* From the Department of Medicine and the Depart- 
ment of Gynecology, Toronto Western Hospital. 
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Her most recent exposure had been just prior to an 
admission to this hospital on December 20, 1945 for 
penicillin treatment (200,000 units) for acute gonococcal 
urethritis and cervicitis. On that admission there was 


no evidence of inguinal adenopathy, no genital lesions, 
and her serologic test for syphilis was negative. 


She 





Fig. 1 


stated that approximately one week after discharge from 
hospital she noted a non-tender swelling appear in her 
left inguinal region, which gradually increased in size, 
with the overlying skin becoming inflamed. A short time 
later, a similar swelling appeared in her right inguinal 
region. Examination revealed temperature 98.2°, pulse 
80, and respirations 20. Functional inquiry showed 
nothing important and the history of past illnesses 
had no bearing on her present complaints. ; 

On physical examination, only the inguinal and 
genital regions revealed abnormal findings. The skin 
covering ‘the inguinal glands on the left side was in- 
flamed and bluish in colour, the lymph glands were 
enlarged and matted due to a marked amount of 
perilymphadenitis and there were many confluent areas 
of gland destruction with demonstrable fluctuation. The 
induration extended parallel with and proximal to 
Poupart’s ligament, well down toward the genital cleft. 
On the right side, the skin appeared much more healthy, 
with less evidence of inflammation. The inguinal glands 
were enlarged, matted, and firm with no evidence of 
fluctuation. 

Examination of the external genitalia revealed an 
ulcer on the ‘medial aspect of the left labium minor, 
approximately 1.5 em. in diameter, irregular in outline, 
with overhanging edges, clean floor and non-indurated 
base. This ulcer was tender to touch and negative for 
treponema pallidum on repeated darkfield examination. 
Lymph node punctures of the inguinal glands were 
similarly negative for treponema pallidum on darkfield 
examination. A provisional diagnosis of lymphogranu- 
loma venereum was made. 

Laboratory examinations—Hb. 65%, white blood 
cells 8,900. Urine negative. Serologic tests for syphilis 
were repeatedly negative. 

On February 11, 1946, 5 c.c. of clean, thick, odour- 
less, cream-coloured fluid pus were aspirated from a 
fluctuant area in the left inguinal region. Direct smear 
revealed a moderate number of leucocytes with no 


bacteria demonstrable. This specimen was cultured on 
the usual laboratory media, including deep meat, and 
produced no growth. Mice were inoculated intracere- 
brally, as well as living chick embryo, and in both 
instances, a pure culture of the virus lymphogranu- 
loma venereum was isolated. 

On February 15, 1946, a Frei test with control, using 
Lederle’s Frei antigen was carried out on the flexor 
surface of the right forearm. In twenty-four hours 
the Frei test was positive* with a papule 7 mm. in 
diameter, while the surrounding area of erythema was 
12 mm. in diameter. Within forty-eight hours the papule 
had increased to 8 mm. in diameter. The control re- 
mained negative. 

On February 19, 1946, the patient was tested intra- 
cutaneously with an antigen prepared in the bacteri- 
ology laboratory of the Toronto Western Hospital, from 
pus aspirated from a fluctuant bubo. Normal saline 
was used as a control. The area inoculated presented 
a papule 7 mm. in diameter, forty-eight hours later, 
while the control remained negative. ‘ 


TREATMENT AND PROGRESS 


On February 11, the patient was started on a course 
of. sulfathiazole therapy, receiving a loading dose of 
4.0 gm. and continuing with a dose of 1 gm. q. 4 h. 
until a total dose of 50 gm. of the drug had been 
administered. On the eighth day, the patient developed 
a typical erythema nodosum type of reaction over both 
tibie—this was considered to be a toxic manifestation 
of sulfathiazole and the drug was discontinued. Clini- 
cally, the patient began to improve from the time sulfa- 
thiazole therapy was instituted, the skin overlying the 
inguinal glands became more healthy, tissue destruction 
ceased and the progress of the disease was apparently 
brought to a standstill. 

On February 26, following 22 days’ hospitalization, 
this patient was considered to be sufficiently improved 
to be discharged to the custody of the female venereal 
disease clinic. Her labial ulcer was healed. The skin 
overlying the affected area was still slightly discoloured, 
the inguinal swelling was decidedly decreased and all 
signs of tissue destruction had disappeared. The in- 
volved tissue was firm and apparently had undergone 
fibrosis. There was no evidence of lymphatic obstruction. 

The patient was next seen in the out-patient depart- 
ment on March 13, 1946, There were no signs of re- 
activation of the previous infection. The complement- 
fixation test for lymphogranuloma venereum, albumin- 
globulin ratio, and the Hanger flocculation test have 
been repeated at varying intervals during the ensuing 
three months, and as shown in Tables I and II, the titre 
has been consistently falling while the albumin-globulin 
ratio has slowly reverted to normal. When last seen, 
(June 4), this patient was clinically well and residual 
signs of her previous infection were minimal. 


Blood serum in various dilutions was set up 
against commercial lymphogranuloma venereum 
antigen — ‘‘Lygranum C.F.’’ and gave the 
results shown in Table I. 


__ *A papule of 6 mm. diameter or greater, in forty- 
eight hours, is considered to represent a positive Frei 
test. 


Tasie I. 


CoMPLEMENT-FIXATION REACTIONS: 


TITRATION OF BLoop Sera Aqainst Lygranum C.F.* 





Date 1:5 1:10 1:20 1:40 1:80 1:160 1:320 1:640 1:1280 
BSB TH TE TH HEE nee ae ee 
eb. 14, oe + tt+4++ 4+44+ =+4++ are 
Feb. 26,1946... ++++ +4+4+4+ 444+ 4444+ 444+ 4444+ 4444+ 444+ ‘ 
Mar. 13, 1946... ++++ 4+4+4++ 444+ 444+ 4444+ ++ + seed re 
Apr. 11,1946... ++4++ 44+4++ 444+ 4444+ ++ er Satis inde bes 

*A complete fixation of the complement in dilution of 1:20 or better is considered to be of positive diagnostic 


significance. 
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TABLE IT. 
Total : Hangar 
Date protein Albumin Globulin Formol gel test flocculation 
% % % 
Pk ee 8.1 4.59 3.51 Neg. +4+4++ 
Viscosity increased in 2, 6 and 24 hours 

, 2 2 a eee Viscosity increased in 1 hour ++++ 
i. Se 7.8 4.5 3.3 Viscosity increased in 2 hours 
i, %. =i Se 7.9 4.7 3.2 Viscosity increased in 1 hour +++ 
| <P eeereee 7.8 4.9 2.9 Viscosity increased in 1 hour +++ 
Ss WS yk haves 8.2 5.5 2.7. __‘~ Viscosity not increased ++ 
Jame 4, 1006 ..-.. 5 hc cas 8.1 5.2 2.9 Viscosity not increased ++ 





Biochemical examination of samples of blood 
serum gave results as shown in Table II. 

Epidemiological investigation revealed that 
the patient had had intercourse with a soldier, 
recently returned from Italy, who at the time of 
exposure was hospitalized in a military hospi- 
tal for non-specific penile ulcers and un- 
explained inguinal adenopathy. <A Frei test, 
using Lygranum C.F. antigen, on this soldier 
resulted in a positive reaction. Biochemical 
examination of his blood serum showed no 
change in total protein, albumin-globulin ratio, 
or the Hangar flocculation test. 


SUMMARY 


A proved case of lymphogranuloma vene- 
reum occurring in Canada has been presented. 
The patient was treated conservatively with 
50 gm. of sulfathiazole and obtained an ap- 
parent cure after 22 days’ hospitalization. Her 
blood serum showed changes in the albumin- 
globulin ratio similar to the findings noted by 
other observers.t. A pure culture of the virus 
was obtained by living chick embryo and mous¢ 
brain inoculation. 


The authors wish to thank Dr. N. A. Labzoffsky of the 
Ontario Provincial Virus Laboratory for the work of 
isolating, in pure culture, the virus of lymphogranuloma 
venereum and for carrying out the complement fixation 
tests; Mr. J. Stuart Wilson for his biochemical determi- 
nations; and the Toronto Western Hospital for making 
available the case material. 
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Man—that is, the human race—has dwelt on this 
earth at least a million years. It seems to me it is high 
time that those who would be wise should look ahead 
as to the consequences of their individual, national, and 
international actions, not only today and tomorrow, but 
a hundred, a thousand, a hundred thousand years, ahead. 
—A. J. Carlson. 





GENERALIZED G2 DEMA ASSOCIATED 
WITH HYPOPROTEIN ZMIA* 


By M. J. Messinger, M.D. 
Montreal 


Generalized body edema, not due to renal or 
cardiac disease, is a rare condition. The litera- 
ture reveals not more than six well-studied cases 
of generalized edema, all of which had an 
associated hypoproteinemia of undetermined 
origin. One of the cases was autopsied.. The 
others remained in fairly good health. The case 
to be reported concerns a young woman, who 
developed generalized cedema, associated with 
hypoproteinemia, which lasted eight months and 
disappeared completely about one month after 
she became pregnant. 


Mrs. L.S., a married woman of 27, was first observed 
by us in the Allergy Clinic on September 17, 1942, 
where she had been referred with a diagnosis of angio- 
neurotic edema. This diagnosis, at first glance, ap- 
peared not unreasonable. Examination revealed gen- 
eralized pitting edema, involving the whole body. There 
was puffiness of the eyelids and face. Pitting could 
be demonstrated on the extremities, on the forehead 
and over the sternum. On September 24 the patient 
was admitted to the ward for study. 

Personal history.—Contained nothing significant. 

Family history.—Negative. 

Previous hospital admission—On October 27, 1941, 
the patient had been admitted to the Jewish General 
Hospital on account of weakness and fatigability, 
palpitation, nervousness and irritability, loss of 16 
pounds in weight in 2 months and excessive perspiration 
of the hands and feet. The positive findings were a 
warm perspiring skin, a pulse rate of 90 to 100 and a 
weight of 110 pounds. Basal metabolic rates varied 
from plus 11 to plus 30%. Blood cholesterol was 110 
mgm. %. Lugol’s solution was begun on November 11 
and on November 19 the basal metabolic rate was 12%. 
The patient was discharged improved on November 25, 
weighing 111 pounds. The diagnosis was thyrotoxi- 
cosis (mild). She continued taking small doses of 
Lugol’s solution until February, 1942. 

Present illness.—About the middle of August, 1942, 
she first began to notice swelling about her lower jaw. 
Within a few days, her eyes and face became swollen. 
Within 2 weeks, her hands and feet were swollen, soon 
followed by edema of the sacrum. 


*From the Department of Medicine (Service of Dr. 
Harold N. Segall) Jewish General Hospital. 
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When she was re-admitted on September 24, her 
weight was 137 pounds, a gain of about 20 pounds in 
1 month. Examination, except for generalized edema 
was essentially negative. The heart was not enlarged 
or unusual in shape. Blood pressure readings varied 
between 106/60 and 122/70. Repeated urine examina- 
tions were negative for albumin and sugar. Specific 
gravity varied between 1.012 and 1.026. Microscopic 
examination of the sediment was negative. The fundi, 
optie discs and retinal vessels were normal. The stools 
were negative for ova. Several electrocardiograms were 
similar and within normal limits. The T waves were 
of lower voltage than in the record of 1941. The basal 
metabolic rate was —2.0%. Bromsulfalein test for liver 
function was normal. Oral and intravenous glucose 
tolerance tests showed flat curves as follows: 


TABLE I. 


15 30 1 2 3 


a.c. min. min. hr. hrs. hrs. 

Oral, 100 gm.... 87.0 93.0 85.6 82.0 78.0 
Intravenous, 

50 e.c., 50%.. 85.0 135.0 84.0 66.5 80.5 85.0 


Blood cholesterol determinations were 175 and 139 
mgm. %; blood non-protein nitrogen 18.4 and 27.5 mgm. 
%; blood chlorides 611 and 627 mgm. %; blood sodium 
310 mgm. %; blood calcium 10.3 and 10.2 mgm. %; 
icteric index was 7.1; total blood protein averaged 4.7% 
on 12 readings, the highest being 5.6%; the average 
blood albumin was 2.9%, the highest being 3.2%. 

Hemograms were as follows: 


TABLE IT. 

Date Oct.5 Oct. 28 Oct. 15 Nov. 11 
Red blood cells...... 4.9 M. 5.6 4.8 
Hzemoglobin........ 93 91 87 
Colour index........ 0.94 0.81 0.90 
White blood cells.... 11,600 12,200 14,800 13,100 
Se it oo p65. ois 9 12 19 22 
Polymorphonuclears. 31 27 38 35 
Eosinophiles........ 19 13 15 11 
Basophiles.......... 0 1 
Lymphocytes. ...... 31 40 20 20 


Monocytes......... 10 7 8 12 


Thrombocytes 210,000 to 230,000. Sedimentation rate 
1st hour 2 to 4 mm., 2nd hour 4 to 11 mm. Coagulation 
began at 5 minutes and was complete in 12 minutes. 
Bleeding time, 1 minute. Intradermal tests with 68 
common allergens were negative. An intradermal test 
with trichinella extract 1/1,000, (Parke Davis) was 
negative. 

The outstanding positive findings were: generalized 
edema; hypoproteinemia and hypoalbuminemia; eosino- 
philia of 11 to 19%; leucocytosis 11,600 to 14,800; and 
a flat sugar tolerance curve. The usual causes for edema, 
namely cardiac’ and renal, could readily be excluded. 
The patient continued to gain weight, which was ob- 
viously due to increasing edema. On November 1, her 
weight reached 150 pounds. 

An experiment to determine the posterior pituitary 
control of function of the kidney tubules was done on 
December 19. The patient drank 1,400 c.c. of water 
from 2 to 2.30 p.m., and from 2.45 to 4.45 she excreted 
1,850 c.c. of urine with a specific gravity of 1.001, a 
result well within normal limits. 

A variety of treatments, mainly empirical, was at- 
tempted, in order to reduce the edema. These included 
fluid restriction with a low salt diet, high protein diets, 
intravenous aminoacids, intravenous plasma, diuretics 
including ammonium chloride, potassium nitrate and 
intravenous mercurials, and desiccated thyroid. Except 
for a limited diuresis following an intravenous mercurial 





diuretic, these methods proved ineffective. The patient 
was discharged on January 30, 1943, with a diagnosis of 
generalized cdema of unknown origin, weighing 1464% 
pounds and her general condition unchanged. 

She became pregnant in March 1943. Four weeks 
later, the edema began to disappear. On April 17 there 
was no evidence of edema. The blood proteins had 
risen to 6% and the blood albumin to 4:1%. A hemo- 
gram showed 4.7 million red blood cells, 92% hemo- 
globin, 11,700 white blood cells, stabs 15%, polymorpho- 
nuclears 43%, eosinophiles 2%, lymphocytes 33%, 
monocytes 7%, thrombocytes 260,000. The sedimenta- 
tion rate was 4 mm. the first hour and 9 mm. second 
hour. 

The patient felt well during the entire pregnancy 
and showed absolutely no edema. A sugar tolerance 
test on December 10, 1943 showed a low normal curve. 


TABLE III. 


30 1 2 3 
ac. min. hr. hrs. hrs. 


Oral 100 grams glucose. 90.0 147.0 139.5 106.0 105.0 


On December 16, the patient had a spontaneous 
normal delivery of a healthy female infant. An electro- 
cardiogram on December 20, 1943, showed higher T-1 
and T-4 waves than in the record of November 3, 1942. 
The post-partum period was uneventful until the 11th 
day, when a severe uterine hemorrhage occurred. In 
spite of packing, this continued to a degree, necessitat- 
ing a supracervical hysterectomy 3 days later. The pa- 
tient was last seen on January 22, 1945, and appeared 
to be in good health. Blood proteins were 6.25% and 
blood albumin 3.8%. 

Pathological report of uterus.—Macroscopically there 
was some enlargement, with muscular flabbiness. 

Microscopic.—In all situations, the material adherent 
to the endometrical surface of the uterus is composed 
of thrombus, composed of alternating layers of red and 
white blood cells and fibrin. This is intimately adherent 
to the myometrium and in places shows beginning 
organization with newly formed blood vessels and robust 
fibroblasts. Careful examination of all situations fails 
to reveal anything that can be recognized as placenta. 
The myometrium shows increase in the size and diameter 
of individual myometrial muscle fibres. There is con- 
siderable edema throughout the myometrium; focal 
interstitial hemorrhage is seen and the myometrium is 
well vascularized by innumerable thick and thin-walled 
blood vessels. About a considerable number of blood 
vessels, lymphocytes and small numbers of polymorpho- 
nuclear leucocytes are encountered. This inflammatory 
perivascular exudate is most abundant near the endo- 
metrial surface and extends for a considerable distance 
into the myometrium. 

Diagnosis.—Subinvolution of uterus, subacute myo- 
metritis, 


DISCUSSION 


The patient’s history did not reveal any evi- 
dence of inadequate protein intake. Moreover 
high protein diets had no effect on the blood 
proteins. There was nothing to suggest impaired 
intestinal absorption of proteins. Unfortunately 
it was not. possible to do a nitrogen balance 
study. However no condition was present which 
to our knowledge could produce an excessive 
loss of protein.. There remained therefore the 
likelihood that failure of albumin synthesis was 
responsible for the low blood proteins and the 
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consequent cedema. Bruckman and Peters* state 
that cdema almost always develops when the 
albumin falls below 3 gm. per 100 c.c. 

A study of this case suggests the possibility 
that we are dealing with an underlying disturb- 
ance of the anterior pituitary gland. During 
her first admission to the hospital in 1941, this 
patient had symptoms of mild thyrotoxicosis, 
which could be attributed to a hyperfunction of 
the anterior pituitary gland and particularly of 
the thyrotropic factor. In 1942, during the 
period of cedema, there was present a disturbed 
carbohydrate metabolism, as evidenced by a low 
sugar tolerance curve. This would favour the 
view that there was now a hypofunction of the 
anterior pituitary gland and particularly the 
earbohydrate-influencing factor. 

With pregnancy there occurs an increase in 
the activity of the anterior pituitary gland. 
During her pregnancy, our patient showed a 
rise in the sugar tolerance curve which ap- 
proached the normal, concomitant with a rise in 
the blood proteins and the disappearance of the 
edema. It therefore seems not unlikely that 
pregnancy, by stimulating the activity of a 
previously hypofunctioning anterior pituitary 
gland, favourably influenced a metabolic .dis- 
order, in which the outstanding symptom was 
generalized oedema. 


A study of the literature reveals only a small number 
of cases of unexplained edema associated with hypo- 
proteinemia. The first clearly recorded case, in a male 
of 51, was described by Myers and Taylor? in 1933. 
Cope and Goadby3 in 1935 reported a case of idiopathic 
hypoproteinemia in a male of 20, associated with 
generalized edema. Their conclusions were that the 
fault lay in a deficient production of plasma proteins. 
They quote several possibly similar cases from the 
European literature. Jungmant in 1922 described a 
man of 28, suffering from weakness and cdema, 
with plasma proteins varying from between 3.9 and 
5.0%, no cause for which could be _ discovered. 
Meyer-Bisch5 in 1925, reported having seen 3 cases of 
edema without albuminuria or anemia, but with low 
plasma proteins, in one case only 3.4%. Mussio- 
Fournier, Castiglione and Amidoé in 1934 reported an 
apparently similar case in a woman of 38. This case 
however was complicated by Graves’ disease and per- 
sistent diarrhea. 

Binger and Keith? in 1937, reported 3 cases of 
general edema of indeterminate origin, associated with 
hypoproteinemia. The first case was in a male of 
62, with progressive anasarca for 5 months, who how- 
ever had recurring frothy diarrhea for 5 years and 
shortly afterwards came to autopsy. The pathological 
findings were: some interstitial hepatitis and almost 
complete atrophy of the acinous tissue of the pancreas. 
The second case was in a married female of 35, who 
was observed to have generalized edema over a period 
f about 4 years, unaltered by various therapeutic 
measures. Her general health remained good. The 
third case was in an unmarried female of 49 who had 
zeneral edema, unexplained, of 3 months’ duration. 
Her edema disappeared quickly, following a course 
f liver extract parenterally plus potassium nitrate in 





large doses. Rytand’ in 1942 reported a well-studied 
case of generalized edema of 8 years’ duration in a 
24 year-old female, associated with an eosinophilia of 
7%, with total serum proteins of 3.0 to 4.68%. 
Rytand summarized and compared four of the pre- 
viously reported cases with his own. His conclusions 
were that this was a ‘‘syndrome in which the forma- 
tion of serum proteins is in explicably defective . . . 
although the liver undoubtedly forms some of the 
plasma proteins, the evidence suggests bone marrow 
(or the reticulo-endothelial system) as another site.’’ 


SUMMARY 


1. A ease of generalized cedema associated 
with hypoproteinemia is described in a 27-year 
old female. 

2. This condition lasted 8 months and dis- 
appeared 1 month after the patient became 
pregnant. 

3. The evidence in this case suggests the 
syndrome was directly related to a temporary 
disturbance in function of the anterior portion 
of the pituitary gland. 


REFERENCES 

Ls ae F. S. AND PETERS, J. P.: J. Clin. Inwest., 8: 
591, 1930. 

2. MYERS, W. K. AND TAYLOR, F. H. L.: J. Am. M. Ass., 
101: 198, 1933. 

3. -_ > L. AND GOADBY, H. K.: The Lancet, 1: 1038, 
935. 

4. JUNGMANN, P.: Klin. Weh., 1: 1546, 1922. 

5. MEYER-BISCH, R.: Ibid., 4: 588, 1925. 

6. MUSSIO-FOURNIER, CASTIGLIONI AND AMIDO: Rev. 
mneurol., 1: 756, 1934. 

7. BINGER, M. W. AND KEITH, N. M.: J. Am. M. Ass., 

‘ 109: 1, 1937. 


. RYTAND, D. A.: Arch. Int. Med., p. 251, February, 1942. 





SPECIAL ARTICLE 


“THE WORLD HEALTH ORGANIZATION 


By T. C. Routley, C.B.E., LL.D., MD., 
F.RB.C.P.[C.] 


General Secretary, Canadian Medical 
Association, Toronto 


To China and Brazil must be given the credit 
for having suggested at the San Francisco Con- 
ference of the United Nations in June, 1945, 
that among the specialized agencies or organi- 
zations to be set up by the United Nations, an _ 
international health organization should be con- 
sidered to oceupy a prominent position. A 
resolution supporting the suggestion was adopted 
unanimously. 

On February 15, 1946, the Economie and 
Social Council of the United Nations took action 
on the resolution as recorded in the following 
minute : 


‘*The Economie and Social Council, taking note of 
the declaration proposed jointly by the delegations 
of Brazil and China at San Francisco, which was 
unanimously approved, regarding an International 
Health Conference, and recognizing the urgent need 
for international action in the field of public 
health ; 
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(1) decides to call an international conference to 
consider the scope of, and the appropriate 
machinery for, international action in the field 
of public health and proposals for the estab- 
lishment of a single international health organ- 
ization of the United Nations; 

(2) urges the Members of the United Nations to 

send as representatives to this conference 

experts in public health; 


(3 


—_— 


establishes a Technical Preparatory Committee 
to prepare a draft annotated agenda and pro- 
posals for the consideration of the Conference, 
and appoints sixteen experts or their alternates 
to constitute the Committee; 


(4) uirects the echnical Preparatory Committee 
to meet in Paris not later than 15 March 1946, 
and to submit its report, including the draft 
annotated agenda and proposals, to the Mem- 
bers of the United Nations and to the Council 


not later than 1 May 1946; 


decides that any observations it may make at 
its second session on the report of the 
Technical Preparatory Committee will be com- 
municated to the proposed International 
Conference ; 


(5) 


(6) instructs the Secretary-General to call the 


Conference not later than 20 June 1946, and, 
in consultation with the President of the 
Council, to select the place of meeting.’’ 


The Technical Preparatory Committee met in 
Paris for three weeks, beginning March 18, 1946, 
and reported back to the Economic and Social 
Council as instructed, recommending that an 
international health organization be set up and 
brought into relationship with the United Na- 
tions through the Economie and Social Council. 

The International Health Conference met in 
the City of New York June 19 to July 22, 1946. 


The governments of the following States were 
represented at the Conference by delegates: 


Argentina Lebanon 
Australia Liberia 
Belgium Luxembourg 
Bolivia Mexico 
Brazil Netherlands 
Byelorussian Soviet New Zealand 

Socialist Republic Nicaragua 
Canada Norway 
Chile Panama 
China Paraguay 
Colombia Peru 
Costa Rica Philippine 
Cuba Commonwealth 
Czechoslovakia Poland 
Denmark Saudi Arabia 
Dominican Republic Syria 
Ecuador Turkey 
Egypt Ukrainian Soviet 
El Salvador Socialist Republic 
Ethiopia Union of Soviet 
France Socialist Republics 
Greece Union of South Africa 
Guatemala United Kingdom 
Haiti United States of 
Honduras America 
India Uruguay 
Tran Venezuela 
Iraq Yugoslavia 


The governments of the tar: States were 
represented by observers: 





Albania Italy 
Austria Portugal 
Bulgaria Siam 

Hire Sweden 
Finland Switzerland 
Hungary Transjordan 
Iceland 


The Allied Control Authorities in Germany, 
Japan and Korea were represented by observers. 
The following international organizations were 
represented by observers: Food and Agriculture 
Organization of the United Nations; Interna- 
tional Labour Organization; League .of Red 
Cross Societies; Office International d’Hygiene 
publiquo; Pan-American Sanitary Bureau; Pro- 
visional' International ‘Civil Aviation Organiza- 
tion; The Rockefeller Foundation; United Na- 
tions Educational Scientific and Cultural Organ- 
ization; United Nations Relief and Rehabilita- 
tion Administration; World Federation of 
Trade Unions. 


The Conference had before it and used as the 
basis of discussion Proposals for the Constitu- 
tion of the World Health Organization and the 
Resolutions adopted by the Technical Prepara- 
tory Committee. A number of proposals put 
forward by governments and various organiza- 
tions were also before the Conference. 


As a result of the deliberations of the Con- 
ference as recorded in the minutes and reports 
of the respective committees and sub-committees 
and of the plenary sessions, instruments were 
drawn up and signed providing a Constitution 
of the World Health Organization and Arrange- 
ment for the Establishment of an Interim Com- 
mission of the World Health Organization. 


In the opinion of the writer, who had the 
privilege of attending the Conference as a dele- 
gate from Canada, the Constitution of the World 
Health Organization is a document of such great 
importance to the medical profession of the 
world that it seems proper to make its contents 
available to the readers of the Journal. Indeed, 
it may be that over the years which lie immedi- 
ately ahead, the implementation of this Consti- - 
tution by the nations of the world may go a 
long way towards fostering that unity and 
harmony among all peoples which is so essential 
for peace.' The ministry of healing, which recog- 
nizes no boundaries nor barriers, and which 
every human being understands, provides the 
best medium for the promotion of understanding 
and goodwill. 

An Interim Commission of 18 persons repre- 
senting 18 nations of which Canada is one, has 
been set up to bring the World Health Organi- 
zation into being. The Commission has met 
once and proposes to hold its second meeting 
in Geneva in November, 1946. No time is being 
lost in getting on with its program. Within six 
months after 26 nations formally ratify the 
Constitution, the Commission is obliged to con- 
voke the Assembly. The Parliament of Canada 
officially approved the Constitution on August 2 
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and it is confidently anticipated that the re- 
quired number of nations will have done like- 
wise in a reasonably short space of time. 

Under the auspices of the British Medical 
Association, the medical profession of the world, 
as represented in the various national Medical 
Associations, has been invited to a conference in 
London in September. One does not wish to 
speculate on decisions which may come from 
that conference but it would seem likely, at least 
to the writer, that medicine, which to a world 
health organization is like electric power to a 
transmission line, will desire to ally itself with 
the efforts of the nations of the world in the 
laudable objective of assisting all peoples to 
attain the highest possible level of health. 


CONSTITUTION OF THE WORLD HEALTH 
ORGANIZATION 


THE STATES parties to this Constitution declare, in 
conformity with the Charter of the United Nations, 
that the following principles are basic to the happiness, 
harmonious relations and security of all peoples: 

Health is a state of complete physical, mental 
and social well-being and not merely the absence of 
disease or infirmity. 

The enjoyment of the highest attainable standard 
of health is one of the fundamental rights of every 
human being without distinction of race, religion, 
political belief, economic or social condition. 

The health of all peoples is fundamental to the 
attainment of peace and security and is dependent 
upon the fullest co-operation of individuals and 
States, 

The achievement of any State in the promotion 
and protection of health is of value to all. 

Unequal development in different countries in 
the promotion of health and control of disease, 
especially communicable disease, is a common 
danger. 

Healthy development of the child is of basic 
importance; the ability to live harmoniously in a 
changing total environment is essential to such 
development. 

The extension to all peoples of the benefits of 
medical, psychological and related knowledge. is 
essential to the fullest attainment of health. 

Informed opinion and active co-operation on the 
part of the public are of the utmost importance in 
the improvement of the health of the people. 

Governments have a responsibility for the health 
of their peoples which can be fulfilled only by the 
provision of adequate health and social measures. 

ACCEPTING THESE PRINCIPLES, and for the purpose 
of co-operation among themselves and with others to 
promote and protect the health of all peoples, THE 
CONTRACTING PARTIES agree to the present Constitution 
and hereby establish the World Health Organization as 
a specialized agency of the United Nations. 


CHAPTER I. 


OBJECTIVE 


ARTICLE 1 


The objective of the World Health Organization 
(hereinafter called the Organization) shall be the attain- 


ment by all peoples of the highest possible level of 
health, 


CHAPTER II. 
FUNCTIONS 


ARTICLE 2 


In order to achieve its objective, the functions of the 
Organization shall be: 
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(a) to act as the directing and co-ordinating 
authority on international health work; 

(b) to establish and maintain effective collaboration 
with the United Nations, specialized agencies, 
governmental health administrations, professional 
groups and such other organizations as may be 
deemed appropriate; 

(c) to assist governments, upon request, in strength- 
ening health services; 

(d) to furnish appropriate technical assistance and, 
in emergencies, necessary aid upon the request 
or acceptance of governments; 

(€) to provide or assist in providing, upon the 
request of the United Nations, health services 
and facilities to special groups, such as the 
peoples of trust territories; 

(f) to establish and maintain such administrative 
and technical services as may be required, in- 
cluding epidemiological and statistical services; 

(g) to stimulate and advance work to eradicate 
epidemic, endemic and other diseases; 

(h) to promote, in co-operation with other specialized 
agencies where necessary, the prevention of 
accidental injuries ; 

(4) to promote, in co-operation with other specialized 
agencies where necessary, the improvement of 
nutrition, housing, sanitation, recreation, eco- 
nomic or working conditions and other aspects 
of environmental hygiene; 

(j) to promote co-operation among scientific and 
professional groups which contribute to the 
advancement of health; 

(k) to propose conventions, agreements and regula- 
tions, and make recommendations with respect 
to international health matters and to perform 
such duties as may be assigned thereby to the 
Organization and are consistent with its 
objective ; 

(+) to promote maternal and child health and wel- 
fare and to foster the ability to live harmoni- 
ously in a changing total environment; 

(m) to foster activities in the field of mental health, 
especially those affecting the harmony of human 
relations ; 

(n) to promote and conduct research in the field of 
health ; 

(0) to promote improved standards of teaching and 
training in health, medical and related pro- 
fessions ; 

(Pp) to study and report on, in co-operation with 
other specialized agencies where necessary, ad- 
ministrative and social techniques affecting 
public health and medical care from preventive 
and curative points of view, including hospital 
services and social security; 

(q) to provide information, counsel and assistance 
in the field of health; 

(r) to assist in developing an informed public opinion 
amofg all peoples on matters of health; 

(Ss) to establish and revise as necessary international 
nomenclatures of diseases, of causes of death 
and of public health practices; 

(¢) to standardize diagnostic procedures as neces- 
sary; 

(uw) to develop, establish and promote international 
standards with respect to food, biological, 
pharmaceutical and similar products; 

(v) generally to take all necessary action to attain 
the objective of the Organization. 


CHAPTER III. 


MEMBERSHIP AND ASSOCIATE MEMBERSHIP 


ARTICLE 3 


Membership in the Organization shall be open to all 
States. 


ARTICLE 4 


Members of the United Nations may become Members 
of the Organization by signing or otherwise accepting 
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this Constitution in accordance with the provision of 
Chapter XIX and in accordance with their constitutional 
processes. 


ARTICLE 5 

The States whose governments have been invited to 
send observers to the International Health Conference 
held in New York, 1946, may become Members by sign- 
ing or otherwise accepting this Constitution in accord- 
ance with the provisions of Chapter XIX and in accord- 
ance with their constitutional processes provided that 
such signature or acceptance shall be completed before 
the first session of the Health Assembly. 


ARTICLE 6 


Subject to the conditions of any agreement between 
the United Nations and the Organization, approved 
pursuant to Chapter XVI, States which do not become 
Members in accordance with Articles 4 and 5 may apply 
to become Members and shall be admitted as Members 
when their application has been approved by a simple 
majority vote of the Health Assembly. 


ARTICLE 7 


If a Member fails to meet its financial obligations to 
the Organization or in other exceptional circumstances 
the Health Assembly, may, on such conditions as it 
thinks proper, suspend the voting privileges and services 
to which a Member is entitled. The Health Assembly 
shall have the authority to restore such voting privileges 
and services. 


ARTICLE 8 


Territories or groups of territories which are not re- 
sponsible for the conduct of their international relations 
may be admitted as Associate Members by the Health 
Assembly upon application made on behalf of such 
territory or group of territories by the Member or other 
authority having responsibility for their international 
relations. Representatives of Associate Members to the 
Health Assembly should be qualified by their technical 
competence in the field of health and should be chosen 
from the native population. The nature and extent of 
the rights and obligations of Associate Members shall be 
determined by the Health Assembly. 


CHAPTER IV. 
ORGANS 
ARTICLE 9 


The work of the Organization shall be carried out by: 

(a) The World Health Assembly (hereinafter called 
the Health Assembly) ; 

(b) The Executive Board (hereinafter called the 
Board) ; 

(c) The Secretariat. 


CHAPTER V. 
THE WORLD HEALTH ASSEMBLY 
ARTICLE 10 
The Health Assembly shall be composed of delegates 
representing Members. 
ARTICLE 11 


Each Member shall be represented by not more than 
three delegates, one of whom shall be designated by the 
Member as chief delegate. These delegates should be 
chosen from among persons most qualified by their 
technical competence in the field of health, preferably 


representing the national health administration of the 
Member. 


ARTICLE 12 
Alternates and advisers may accompany delegates. 
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ARTICLE 13 


The Health Assembly shall meet in regular annual 
session and in such special sessions as may be necessary. 
Special sessions shall be convened at the request of the 
Board or of a majority of the Members. 


ARTICLE 14 


The Health Assembly, at each annual session, shall 
select the country or region in which the next annual 
session shall be held, the Board subsequently fixing the 
place. The Board shall determine the place where a 
special session shall be held. 


ARTICLE 15 


The Board, after consultation with the Secretary- 
General of the United Nations, shall determine the date 
of each annual and special session. 


ARTICLE 16 


The Health Assembly shall elect its President and 
other officers at the beginning of each annual session. 
They shall hold office until their successors are elected. 


ARTICLE 17 


The Health Assembly shall adopt its own rules of 
procedure. 


ARTICLE 18 


The functions of the Health Assembly shall be: 

(a) to determine the policies of the Organization; 

(b) to name the Members entitled to designate a 
person to serve on the Board; 

(c) to appoint the Director-General; 

(ad) to review and approve reports and activities of 
the Board and of the Director-General and to 
instruct the Board in regard to matters upon 
which action, study, investigation or report may 
be considered desirable; 

(€) to establish such committees as may be con- 
sidered necessary for the work of _ the 
Organization ; 

(f) to supervise the financial policies of the Organ- 
ization and to review and approve the budget; 

(g) to instruct the Board and the Director-General 
to bring to the attention of Members and of 
international organizations, governmental or non- 
governmental, any matter with regard to health 
which the Health Assembly may consider ap- 
propriate ; 

(h) to invite any organization, international or na- 
tional, governmental or non-governmental, which 
has responsibilities related to those of the Organ- 
ization, to appoint representatives to participate, 
without right of vote, in its meetings or in those 
of the committees and conferences convened 
under its authority, on conditions prescribed by 
the Health Assembly; but in the case of national 
organizations, invitations shall be issued only 
with the consent of the government concerned ; 

(t) to consider recommendations bearing on health 
made by the General Assembly, the Economic 
and Social Council, the Security Council or 
Trusteeship Council of the United Nations, and 
to report to them on the steps taken by the 
Organization to give effect to such recom- 
mendations; 

(j) to report to the Economic and Social Council in 
accordance with any agreement between the 
Organization and the United Nations; 

(k) to promote and conduct research: in the field of 
health by the personnel of the Organization, by 
establishment of its own institutions or by co- 
operation with official or non-official institutions 
of any Member with the consent of its 


government ; 
(4) to establish such other institutions as it may 
consider desirable; 


(m) to take any other appropriate action to further 
the objective of the Organization. 
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ARTICLE 19 


The Health Assembly shall have authority to adopt 
conventions or agreements with respect to any matter 
within the competence of the Organization. A two- 
thirds vote of the Health Assembly shall be required 
for the adoption of such conventions or agreements which 
shall come into force for each Member when accepted 
by it in aceordance with its constitutional processes, 


ARTICLE 20 


Each Member undertakes that it will, within eighteen 
months after the adoption by the Health Assembly of 
a convention or agreement, take action relative to the 
acceptance of such convention or agreement. Each 
Member shall notify the Director-General of the action 
taken and if it does not accept such convention or 
agreement within the time limit, it will furnish a 
statement of the reasons for non-acceptance. In case of 
acceptance, each Member agrees to make an annual 
report to the Director-General in accordance with Chapter 
XIV. 


ARTICLE 21 


The Health Assembly shall have authority to adopt 
regulations concerning: * 

(@) sanitary and quarantine requirements and other 
procedures designed to prevent the international 
spread of disease ; 

(b) nomenclature with respect to diseases, causes of 
death and public health practices; 

(¢) standards with respect to diagnostic procedures 
for international use; 

(d) standards with respect to the safety, purity and 

potency of biological, pharmaceutical and similar 

products moving in international commerce; 

(€) advertising and labelling of biological, pharma- 
ceutical and similar products moving in interna- 
tional commerce. 


ARTICLE 22 


Such Regulations adopted pursuant to Article 21 
shall come into force for all Members after due notice 
has been given of their adoption by the Health Assembly 
except for such Members as may notify the Director- 
General of rejection or reservations within the period 
stated in the notice. 


ARTICLE 23 


The Health Assembly shall have authority to make 
recommendations to Members with respect to any matter 
within the competence of the Organization. 


CHAPTER VI. 
THE EXECUTIVE BOARD 
ARTICLE 24 


The Board shall consist of eighteen persons designated 
by as many Members. The Health Assembly, taking 
into account an equitable geographical distribution, shall 
elect the Members entitled to designate a person to 
serve on the Board. Each of these Members should 
appoint to the Board a person technically qualified in 
the field of health, who may be accompanied by 
alternates and advisers. ; 


ARTICLE 25 


The Members shall be elected for three years and 
may be re-elected; provided that of the Members elected 
at the first session of the Health Assembly, the terms of 
six Members shall be for one year and the terms of 
six Members shall be for two years, as determined by lot. 


ARTICLE 26 


The Board shall meet at least twice a year and shall 
determine the place of each meeting. 


ARTICLE 27 


The Board shall elect its Chairman from among its 
Members and shall adopt its rules of procedure. 


ARTICLE 28 


The functions of the Board shall be: 

(@) to give effect to the decisions and policies of the 
Health Assembly ; 

(b) to act as the executive organ of the Health 
Assembly ; 

(c) to perform any other functions entrusted to it 

by the Health Assembly ; 

(d) to advise the Health Assembly on questions re- 

ferred to it by that body and on matters assigned 

to the Organization by conventions, agreements 

and regulations; 

(€) to submit advice or proposals to the Health 
Assembly on its own initiative; 

(f) to prepare the agenda of meetings of the Health 
Assembly ; 

(g) to submit to the Health Assembly for considera- 

tion and approval a general program of work 

covering a specific period ; 

to study all questions within its competence; 


to take emergency measures within the functions 
and financial resources of the Organization to 
deal with events requiring immediate action. In 
particular it may authorize the Director-General 
to take the necessary steps to combat epidemics, 
to participate in the organization of health relief 
to victims of a calamity and to undertake studies 
and research the urgency of which has been 
drawn to the attention of the Board by any 
Member or by the Director-General. 


(A) 
(+) 


ARTICLE 29 
The Board shall exercise on behalf of the whole 
Health Assembly the powers delegated to it by that 
body. 


CHAPTER VII. 
THE SECRETARIAT 
ARTICLE 30 


The Secretariat shall comprise the Director-General 
and such technical and administrative staff as the 
Organization may require. 


ARTICLE 31 


The Director-General shall be appointed by the Health 
Assembly on the nomination of the Board on such terms 
as the Health Assembly may determine. The Director- 
General, subject to the authority of the Board, shall be 
the chief technical and administrative officer of the 
Organization. 


ARTICLE 32 


The Director-General shall be ex-officio Secretary of 
the Health Assembly, of the Board, of all commissions 
and committees of the Organization and of conferences 
convened by it. He may delegate these functions. 


ARTICLE 33 


The Director-General or his representative may estab- 
lish a procedure by agreement with Members, permitting 
him, for the purpose of discharging his duties, to have 
direct access to their various departments, especially to 
their health administrations and to national health 
organizations, governmental or non-governmental. He 
may also establish direct relations with international 
organizations whose activities come within the com- 
petence of the Organization. He shall keep Regional 


Offices informed on all matters involving their respective 
areas. 
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ARTICLE 34 


The Director-General shall prepare and submit an- 
nually to the Board the financial statements and budget 
estimates of the Organization. 


ARTICLE 35 


The Director-General shall appoint the staff of the 
Secretariat in accordance with staff regulations estab- 
lished by the Health Assembly. The paramount con- 
sideration in the employment of the staff shall be to 
assure that the efficiency, integrity and internationally 
representative character of the Secretariat shall be main- 
tained at the highest level. Due regard shall be paid 
also to the importance of recruiting the staff on as wide 
a geographical basis as possible. 


ARTICLE 36 


The conditions of service of the staff of the Organ- 
ization shall conform as far as possible with those of 
other United Nations organizations. 


ARTICLE 37 


In the performance of their duties the Director- 
General and the staff shall not seek or receive instruc- 
tions from any government or from any authority ex- 
ternal to the Organization. They shall refrain from 
any action which might reflect on their position as 
international officers. Each Member of the Organiza- 
tion on its part undertakes to respect the exclusively 
international character of the Director-General and the 
staff and not to seek to influence them. 


CHAPTER VIII. 
COMMITTEES 
ARTICLE 38 


The Board shall establish such committees as the 
Health Assembly may direct.and, on its own initiative 
or on the proposal of the Director-General, may establish 
any other committees considered desirable to serve any 
purpose within the competence of the Organization. 


ARTICLE 39 


The Board, from time to time and in any event an- 
nually, shall review the necessity for continuing each 
committee. , 


ARTICLE 40 


The Board may provide for the creation of or the 
participation by the Organization in joint or mixed 
committees with other organizations and for the repre- 
sentation of the Organization in committees established 
by such other organizations. 


CHAPTER IX. 
CONFERENCES 


ARTICLE 41 


The Health Assembly or the Board may convene 
local, general, technical or other special conferences to 
consider any matter within the competence of the Organ- 
ization and may provide for the representation at such 
conferences of international organizations and, with the 
consent of the government concerned, of national organ- 
izations, government or non-governmental. The manner 
of such representation shall be determined by the Health 
Assembly or the Board. 


ARTICLE 42 


The Board may provide for representation of the 
Organization at conferences in which the Board con- 
siders that the Organization has an interest. 


SPECIAL ARTICLE: WORLD HEALTH ORGANIZATION 
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CHAPTER X. 
HEADQUARTERS 


ARTICLE 43 
The location of the Headquarters of the Organization 
shall be determined by the Health Assembly after con- 
sultation with the United Nations. 


CHAPTER XI. 
REGIONAL ARRANGEMENTS 


ARTICLE 44 


(a) The Health Assembly shall from time to time 
define the geographical areas in which it is de- 
sirable to establish a regional organization. 

(b) The Health Assembly may, with the consent of 
a majority of the Members situated within each 
area so defined, establish a regional organiza- 
tion to meet the special needs of such area. 
There shall not be more than one regional organ- 
ization in each region. 


ARTICLE 45 


Each regional organization shall be an integral part 
of the Organization in accordance with this Constitution. 


ARTICLE 46 


Each regional organization shall consist of a Regional 
Committee and a Regional Office. 


ARTICLE 47 

Regional Committees shall be composed of representa- 
tives of the Member States and Associate Members in 
the region concerned. Territories or groups of terri- 
tories within the region, which are not responsible for 
the conduct of their international relations and which 
are not Associate Members, shall have the right to be 
represented and to participate in Regional Committees. 
The nature and extent of the rights and obligations of 
these territories or groups of territories in Regional 
Committees shall be determined by the Health Assembly 
in consultation with the Member or other authority 
having responsibility for the international relations of 
these territories and with the Member States in the 
region, 


ARTICLE 48 


Regional Committees shall meet as often as neces- 
sary and shall determine the place of each meeting. 


ARTICLE 49 


Regional Committees shall adopt their own rules of 
procedure. 


ARTICLE 50 

The functions of the Regional Committee shall be: 

(@) to formulate policies governing matters of an 
exclusively regional character; 

(b) to supervise the activities of the Regional Office; 

(c) to suggest to the Regional Office the calling of 
technical conferences and such additional work 
or investigation in health matters as in the 
opinion of the Regional Committee would pro- 
mote the objective of the Organization within 
the region. 

(ad) to co-operate with the respective regional com- 
mittees of the United Nations and with those of 
other specialized agencies and with other regional 
international organizations having interests in 
common with the Organization ; 

(€) to tender advice, through the Director-General, 
to the Organization ‘on international health 
matters which have wider than _ regional 


significance ; 

(f) to recommend additional regional appropriations 
by the governments of the respective regions if 
the proportion of the central budget of the 
Organization allotted to that region is insufficient 
for the carrying out of the regional functions; 
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(g) such other functions as may be delegated to the 
Regional Committee by the Health Assembly, the 
Board or the Director-General. 


ARTICLE 51 
Subject to the general authority of the Director- 
General of the Organization, the Regional Office shall be 
the administrative organ of the Regional Committee. 
It shall, in addition, carry out within the region, the 
decisions of the Health Assembly and of the Board. 


ARTICLE 52 


The head of the Regional Office shall be the Regional 
Director appointed by the Board in agreement with the 
Regional Committee. 


ARTICLE 53 


The staff of the Regional Office shall be appointed 
in a manner to be determined by agreement between the 
Director-General and the Regional Director. 


ARTICLE 54 


The Pan-American sanitary organization represented 
by the Pan-American Sanitary Bureau and the Pan- 
American Sanitary Conferences, and all other inter- 
governmental regional health organizations in existence 
prior to the date of signature of this Constitution, shall 
in due course be integrated with the Organization. This 
integration shall be effected as soon as practicable 
through common action based on mutual consent of the 
competent authorities expressed through the organiza- 
tions concerned. 


CHAPTER XII. 
BUDGET AND EXPENSES 


ARTICLE 55 
The Director-General shall prepare and submit to 
the Board the annual budget estimates of the Organiza- 
tion. The Board shall consider and submit to the Health 
Assembly such budget estimates, together with any 
recommendations the Board may deem advisable. 


ARTICLE 56 
Subject to any agreement between the Organization 
and the United Nations, the Health Assembly shall 
review and approve the budget estimates and shall ap- 
portion the expenses among the Members in accordance 
with a scale to be fixed by the Health Assembly. — 


ARTICLE 57 

The Health Assembly or the Board acting on behalf 
of the Health Assembly may accept and administer gifts 
and bequests made to the Organization provided that 
the conditions attached to such gifts or bequests are 
acceptable to the Health Assembly or the Board and 
are consistent with the objective and policies of the 
organization. 


ARTICLE 58 


A special fund to be used at the discretion of the 
Board shall be established to meet emergencies and un- 
foreseen contingencies. 


CHAPTER XIII. 
VOTING 


ARTICLE 59 


Each Member shall have one vote in the Health 
Assembly. 


ARTICLE 60 


(@) Decisions of the Health Assembly on important 
questions shall be made by a two-thirds majority 
of the Members present and voting. These 
questions shall include the adoption of conven- 
tions or agreements; the approval of agreements 
bringing the Organization into relation with the 


United Nations and inter-governmental organi- 
zations and agencies in accordance with Articles 
69, 70, and 72; amendments to this Constitution, 
Decisions on other questions, including the de- 
termination of additional categories of questions 
to be decided by a two-thirds majority, shall be 
made by a majority of the Members present 
and voting. 

(c) Voting on analogous matters in the Board and 
in committees of the Organization shall be made 
in accordance with paragraphs (@) and (b) of 
this Article. 


(b) 


CHAPTER XIV. 
REPORTS SUBMITTED BY STATES 


ARTICLE 61 


Each Member shall report annually to the Organiza- 
tion on the action taken and progress achieved in 
improving the health of its people. 


ARTICLE 62 


Each Member shall report annually on the action 
taken with respect to recommendations made to it by 
the Organization and with respect to conventions, agree- 
ments and regulations. 


ARTICLE 63 


Each Member shall communicate promptly to the 
Organization important laws, regulations, official reports 
and statistics pertaining to health which have been 
published in the State concerned. 


ARTICLE 64 


Each Member shall provide statistical and epidemio- 
logical reports in a manner to be determined by the 
Health Assembly. ‘ 


ARTICLE 65 


Each Member shall transmit upon the request of the 
Board such additional information pertaining to health 
as may be practicable. 


CHAPTER XV. 


LEGAL CAPACITY, PRIVILEGES AND 
IMMUNITIES 


ARTICLE 66 


The Organization shall enjoy in the territory of each 
Member such legal capacity as may be necessary for 
the fulfilment of its objective and for the exercise of its 
functions. 


ARTICLE 67 


(@) The Organization shall enjoy in the territory 
of each Member such privileges and immunities 
as may be necessary for the fulfilment of its 
objective and for the exercise of its functions. 
Representatives of Members, persons designated 
to serve on the Board and technical and admin- 
istrative personnel of the Organization shall 
similarly enjoy such privileges and immunities 
as are necessary for the independent exercise of 
their functions in connection with the Organ- 
ization. 


(6) 


ARTICLE 68 


Such legal capacity, privileges and immunities shall 
be defined in a separate agreement to be prepared by 
the Organization in consultation with the Secretary- 
General of the United Nations and concluded between 
the Members. 
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CHAPTER XVI. 
RELATIONS WITH OTHER ORGANIZATIONS 
ARTICLE 69 


The Organization shall be brought into relation with 
the United Nations as one of the specialized agencies 
referred to in Article 57 of the Charter of the United 
Nations. The agreement or agreements bringing the 
Organization into relation with the United Nations shall 
be subject to approval by a two-thirds vote of the 
Health Assembly. 


ARTICLE 70 


The Organization shall establish effective relations 
and co-operate closely with such other inter-governmental 
organizations as may be desirable. Any formal agree- 
ment entered into with such organizations shall -be sub- 
ject to approval by a two-thirds vote of the Health 
Assembly. 


ARTICLE 71 


The Organization may, on matters within its com- 
petence, make suitable arrangements for consultation 
and co-operation with non-governmental international 
organizations and, with the consent of the government 
concerned, with national organizations, governmental or 
non-governmental. 


ARTICLE 72 


Subject to the approval by a two-thirds vote of the 
Health Assembly, the Organization may take over from 
any other international organization or agency whose 
purpose and activities lie within the field of competence 
of the Organization such functions, resources and obliga- 
tions as may be conferred upon the Organization by 
international agreement or by mutually acceptable ar- 
rangements entered into between the competent authori- 
ties of the respective organization. 


CHAPTER XVII. 
AMENDMENTS 
ARTICLE 73 


Texts of proposed amendments to this Constitution 
shall be communicated by the Director-General to Mem- 
bers at least six months in advance of their considera- 
tion by the Health Assembly. Amendments shall come 
into force for all Members when adopted by a two-thirds 
vote of the Health Assembly and accepted by two-thirds 
of the Members in accordance with their respective 
constitutional processes, 


CHAPTER XVIII. 
INTERPRETATION 
ARTICLE 74 


The Chinese, English, French, Russian and Spanish 
texts of this Constitution shall be regarded as equally 
authentic. 


ARTICLE 75 


Any question or dispute concerning the interpretation 
or application of this Constitution which is not settled 
by negotiation or by the Health Assembly shall be 
referred to the International Court of Justice in con- 
formity with the Statute of the Court, unless the parties 
concerned agree on another mode of settlement. 


ARTICLE 76 


Upon authorization by the General Assembly of the 
United Nations or upon authorization in accordance with 
any agreement between the Organization and the United 
Nations, the Organization may request the International 
Court of Justice for an advisory opinion on any legal 
question arising within the competence of the 
Organization. 


CLINICAL AND LABORATORY NOTES 


eT 
aaa —————— 
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ARTICLE 77 


The Director-General may appear before the Court 
on behalf of the Organization in connection with any 
proceedings arising out of any such request for an 
advisory opinion. He shall make arrangements for the 
presentation of the case before the Court including 
arrangements for the argument of different views on the 
question. 


CHAPTER XIX. 
ENTRY INTO FORCE 


ARTICLE 78 
Subject to the provisions of Chapter III, thjs Con- 
stitution shall remain open to all States for signature 
or acceptance. 


ARTICLE 79 


(a) States may become parties to this Constitution by 
(i) signature without reservation as to ap- 
proval ; 
(ii) signature subject to approval followed by 
acceptance; or 
(ili) acceptance. 
(b) Acceptance shall be effected by the deposit of a 
formal instrument with the Secretary-General of 
the United Nations. 


ARTICLE 80 
This Constitution shall come into force when twenty- 
six Members of the United Nations have become parties 
to it in accordance with the provisions of Article 79. 





CLINICAL and LABORATORY 
NOTES 


MOBILIZING THE QUADRICEPS TO 
INCREASE ACTIVE MOVEMENT 
IN STIFF KNEES 


By Captain M. Alexandroff, R.C.A.M.C. 


Toronto 


A method of operation for increasing the 
range of movement in stiff knees (quadriceps- 
plasty) has been described by T. C. Thompson.* 
In his article he states that it is beneficial for 
the patient to have had quadriceps-strengthen- 
ing exercises prior to operation. I have drawn 
up a special program for patients with limited 
knee movement which resulted in only a few of 
the intractable eases requiring operation. It con- 
sists first of remedial exercises and secondly 
where necessary of novocaine injection and 
manipulation. 

The purpose of the exercises is to: (1) re- 
educate quadriceps group; (2) inerease size of 
this muscle group; (3) use the results for in- 
creasing the angle of active movement in the 
affected joint. Full results from this program in 
about 35 cases were not obtained because the 
Remedial Exercises Instructors, who were earry- 
ing out the program, were removed from. the 
hospital just as results were becoming apparent. 
However, it was evident that many of these 
patients, if given sufficient and supervised in- 
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struction on specific exercises would be ecandi- 
dates for return to civilian duty. 

There was another group of 12 patients with 
compound fractures with and without infection, 
who had been immobilized in plaster. Following 
removal of the casts an average of 1.9 months 
of specific exercises did not yield adequate 
results. The second part of the program was 
then instituted. Adhesions and fibrous tissues 
in sears in the skin and in between the muscle 
layers of the quadriceps group were broken 
down. The anesthetic was infiltrated into the 
sear of the skin. The sear was loosened and 
raised. The needle was then driven into deeper 
sear tissue and it too was broken down. The 
difference between sear and normal tissue was 
easily recognized, first by the grating resistance 
to the 20 gauge 3” needle, and secondly by the 
amount of force required to inject the novocaine. 

The adhesions are broken down in the muscles 
and between’ muscle layers so that increased 
movement is obtained even before manipulation. 
As an average, it was found that seven degrees 
was gained following injection. In those in 
whom seeond and third injections were admin- 
istered, it was found that sear tissue in skin was 
more mobile. Following this 20 minutes of 
manipulative flexion is carried out with extreme 
eare. It was found that the first ten to fifteen 
minutes gave the best results, whereas the last 
five minutes seemed to consolidate the gains. 
Immediately following manipulation, the patient 
is allowed up. That night, if some discomfort 
is present, patient is given aspirin gr. x. The 
following day he is started on specifie exercises 
again. 


SUMMARY 


1. There were no eases that did not gain active 
movement at the time of treatment by this 
method. 

2. Eleven cases on follow-up show increase 
in the range of active movement following 
treatment. 


REFERENCE 
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30 Gilgorm Road. 


It is apparent that much study is needed for a clear 
understanding of nutrition in the aged. From a practi- 
eal standpoint and on the basis of present information 
it would seem wise to recommend that the diet for the 
aged approximate that of the normal adult and that 
the supply of minerals and of the B-complex be main- 
tained at a satisfactory or increased level. The nutritive 


value of the diet should be enhanced by giving considera- 
tion to such factors as the consistency of food, size of 
meals, frequency of feedings, and liquid content of the 
diets as well as the food tradition of the people con- 
cerned.— Nutrition Reviews. 
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Treatment of Gonorrhea with Penicillin. 
Results of Therapy with Penicillin in Water-in- 
Oil Emulsion as Compared with Those Obtained 
by Single or Multiple Injections of Aqueous 
Penicillin Solutions. Alfred Cohn, Borris A. 
Kornblith, Isaak Grunstein, Jules Freund and 
K. Jefferson Thomson, Journal of Venereal 
Disease Information, Washington, 27: 154, 1946. 

Following the clinical introduction of peni- 
cillin in 1940, the efficacy of treatment of gono- 
eocecie infections by means of aqueous penicillin 
solutions, administered intramuscularly in di- 
vided doses of varying size at frequent intervals, 
was established by various investigators. Since 
that time, numerous efforts have been made to 
simplify the administration of the drug. 

The present report describes the preparation 
of water-in-oil emulsions of penicillin as follows: 
100,000 O.u. to 200,000 O.u. of penicillin are 
dissolved in 1.4 ¢.e. of sterile 0.85% saline, in 
the rubber-stoppered vial in which it is pack- 
aged commercially. To this is added, by means 
of a 5 or 10 ec. Luer syringe and 17-gauge 
needle, 3.1 ¢.c. of an autoclaved mixture of pea- 
nut oil (20 parts) and ‘‘Falba’’ (11 parts). 
Emulsification is accomplished by repeated with- 
drawals and ejections of the penicillin-oil-Falba 
mixture from the syringe into the vial contain- 
ing the original penicillin. This technique can 
be readily carried out at the bedside, in the 
office, or in the elinie, and is suitable for pre- 
paring volumes of emulsions not exceeding 
10 e@.e. 


A table is presented giving the results of peni- 
eillin therapy in 557 patients with gonococcie 
infections, using various treatment schedules. It 
was found, for instance, that single injections 
of 150,000 units of penicillin in water-in-oil 
emulsion cured 101 of 105 patients, a cure rate 
of 96.2%, whereas a simultaneous injection of 
100,000 units of penicillin in water-in-oil emul- 
sion and 50,000 units in aqueous solution cured 
all of 49 patients, a cure rate of 100%. No peni- 
cillin resistant gonococcie infections were en- 
countered and no untoward local or systemic 
reactions were seen. 


It is noted that therapeutic results depend not 
only upon the amount of penicillin injected, but 
also upon the sensitivity of the particular strain 
of gonocoeccus, the elimination or inactivation of 
penicillin in the body, and other factors. ° 


‘*Find V.D. Contacts — Report V.D. Cases’’ 
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THE CANADIAN MEDICAL ASSOCIATION 
Editorial Offices—3640 University Street, Montreal 


(Information regarding contributions and advertising will be 
found on the second page following the reading material.) 


EDITORIAL 


THE TWENTY-FIFTH ANNIVERSARY 
OF INSULIN’S DISCOVERY 


E are permitted to re-publish from 

Toronto Saturday Night, of September 

14, the following comment by Dr. Lillian 

Chase on the 25th anniversary of the dis- 
covery of insulin. . 

“Insulin was discovered twenty-five years 
ago in Toronto. The remarkable thing was 
not its discovery but its isolation by a 
man completely unknown in the scientific 
world. Banting had done no postgraduate 
laboratory work, he had published no scien- 
tific papers, nor had he assisted anyone else 
in research. Other experienced physiologists 
had come heartbreakingly near isolation of 
the active principle of the pancreas. The 
French had been close, as had the Americans, 
notably Murlin of New York, but they had 
been deterred by technical difficulties. Bant- 
ing read a textbook when he was recovering 
from battle wounds. He got an idea that 
stayed. He lacked time to follow it while 
he was interning in the post war years, but 
had plenty of time for meditation while 
waiting for patients in his first practice. 
The idea grew. He came to Toronto, where 
the professor of physiology, J. J. R. MacLeod, 
was an authority on carbohydrate meta- 
bolism. MacLeod was impressed enough to 
give him space, some dogs, and an assistant, 
C. H. Best; then went to Scotland on his sum- 
mer holidays. 

“It’s all history now. Scientists from the 
Americas and Europe are making a pilgrim- 
age to Toronto to celebrate on September 
16 the 25th anniversary of insulin. 

“Research workers are far from com- 
placent: in spite of twenty-five years’ fruitful 
industrious labour they still face numerous 
unsolved problems. How does insulin act? 
What causes diabetes? Can it be pre- 
vented? Can it be cured? Is there danger 
of a shortage of insulin? The laboratory 


people know what they need; so much space, 
so many workers, so many dollars. 


EDITORIAL COMMENTS 
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“The clinicians have just as many prob- 
lems. They watch a mounting diabetic 
death rate in every country, they see their 
apparently well-treated patients develop 
unpleasant complications. They too know 
what they want, more co-operation and 
better team work. They are asking for the 
assistance of industrious, enthusiastic young 
doctors, observant nurses, resourceful dieti- 
tians, accurate laboratory technicians and 
understanding social service workers. They 
want to bridge the gap between known 
scientific facts and universal clinical appli- 
cation. They plan to make an_ all-out 
frontal attack on a widespread but insidious 
ailment. Diabetes, like other diseases is a 
problem of many more people than those 
afflicted with it.” 


EDITORIAL COMMENTS 


Right Heart Catheterization 


Inasmuch as advances in medical research are 
so frequently associated with the introduction of 
new techniques of investigation, the increasing 
use of right heart catheterization in cardiovascu- 
lar studies is worthy of note. 

The method is not entirely new but it is only 
in the last five years that it has been at all 
extensively used. The idea of a foreign body 
introduced at the elbow with its distal termina- 
tion in the heart, hepatic radicle, or renal vein 
is, to most of us, a remarkable conception; and 
great credit is due to Forssman? who in 1929 
demonstrated on himself that it was feasible to 
introduce an x-ray opaque ureteral catheter into 
the brachial vein and under fluoroscopic control 
place its distal end in the right auricle. 

In 1941 Cournand and Ranges? described the 
technique in detail and since that time numbers 
of workers in America and overseas have pub- 
lished their experimental experiences with this 
means of investigation. Thus, in a Symposium 
on Cardiac Output of the American Physiologi- 
eal Society a year ago, Cournand® was able to 
state that the method, ‘‘has proved its safety in 
well over 1,200 cases, not only in ours but in 
the hands of a number of other investigators 
in England and in this country’’. (U.S.A.) 

It is possible by his method to obtain mixed 
venous blood from the heart in order to have 
data necessary for the determination of cardiac 
output by the direct Fick principle. The 
catheter has also been passed through the right 
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atrium and on into liver radicles or into the 
renal vein to obtain blood samples from these 
regions. 

Problems studied include the effects of blood 
loss, post-hemorrhagie fainting, shock, right 
heart failure, chronic anemia and digitalis upon 
cardiac output and right auricular pressure. 
The method is advantageous inasmuch as it may 
be combined with simultaneous measurements of 
peripheral and arterial pressure changes and 
peripheral vascular flow. 

An illustrative type of problem approached 
with the help of this technique is reported by 
Bareroft and co-workers* in a study of post- 
hemorrhagic fainting. During the faint the 
cardiac output and the auricular pressure were 
unchanged, but the forearm blood flow, deter- 
mined by plethysmograph, was doubled. The 
sharp drop in arterial blood pressure during 
fainting was thus shown to be independent of 
the cardiac output and the venous return to the 
heart, and related to the muscular (and prob- 
ably splanchnic) arteriolar dilatation. 

In a recent report® the practical advantages 
of heart catheterization in the differential diag- 
nosis of congenital heart disease are demon- 
strated. These workers placed the tip of the 
catheter in a variety of locations within the 
heart and pulmonary tree and by a study of the 
oxygen content of samples taken at different 
sites were able to chart the route taken by the 
blood in an abnormal heart more accurately 
than has heretofore been possible. The knowl- 
edge so gained is obviously of great importance 
as regards whether or not surgery is indicated. 





The History of the Medical Aspects of the War 


We have become history-conscious during the 
last six years, and with good reason. One result 
has been that since the early days of this war 
its medical history has been the subject of con- 
tinual discussion. In Canada a great deal of 
preparatory work has been done in the prepara- 
tion of such a history. Lieut.-Col. Athol R. 
Gordon was put in charge of the work some three 
years ago but we understand it will be carried 
on by another historian. A large amount of 
material is on hand. In the United States an 
Advisory Medical Board in the Medical History 
of World War No. 2 has been formed with the 
approval of the Surgeon-General. An ambitious 
plan has been drawn up by Colonel J. H. Me- 
Nineh, Director of the Historical Division of 
the office of the Surgeon-General, according to 
which the History will be in three parts. Part-I 
will be devoted to the operation and administra- 
tion of the Medical Department. Eight volumes 
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are planned in this phase. Part II will consist 
of a number of volumes, designed for profes- 
sional readers and dealing with clinical and 
technical experience. Part III will consist of a 
series of medico-military monographs on such 
subjects as effective utilization of specialists, 
standardization of supplies, operation of a bed 
eredit system, ete. These will be prepared gradu- 
ally and will have only a limited distribution. 
The completion of these histories in both 
countries will be awaited with great interest. 
Histories have a way of hanging fire and it is 
to be sincerely hoped that these plans will be 
pushed forward promptly and efficiently. 





The Function of Section Meetings 


It is by a process of natural development that 
the program of large general medical meetings 
has come to be divided into sections. A variation 
of this is the round table conference, in which 
there may be a combination of specialties, and 
of course a difference in presentation. These 
round table conferences have become a popular 
and well established feature at all meetings 
nowadays, but it would be a pity if they should 
come to be considered as replacing regular sec- 
tion meetings, The criticism has been made that 
amongst some of those attending the Banff 
meeting there was a feeling that the section 
meetings were only for specialists. That is an 
erroneous view. It is true that section meetings 
are carried on by those particularly interested in 
special phases of given subjects, but their inten- 
tion still is to instruct anyone who eares to 
attend, and often the general practitioner will 
have a very direct interest in the discussion ; in 
dermatology for example. Section meetings will 
continue to deal with specialties but are not 
meant only for specialists. 


MEN and BOOKS 


EARLY MEDICINE OF VANCOUVER 
ISLAND* 


By P. A. C. Cousland, M.D. 
Victoria, B.C. 


In talking of the early medical history of 
Vancouver Island an arbitrary limit had to be 
chosen as to when the early period ceased, and 
for that I have chosen the year 1871, the year 
British Columbia entered Confederation. The 
earlier history similarly can be arbitrarily 
divided into two parts: (1) From the landing 
of Captain Cook at Nootka on the West Coast 
of Vancouver Island in 1778 to 1849 when 
Vaneouver Island became a Crown Colony. (2) 


* Read at the Seventy-seventh Annual Meeting of 
the Canadian Medical Association, Section of His- 
torical Medicine, Banff, Alberta, June 12, 1946. 





394 


MEN AND BOOKS: 


EARLY VANCOUVER MEDICINE 





Canad. M.A. J. 
Oct. 1946, vol. 55 








From 1849 to 1871, from the time of the original 
Crown Colony, through the days of the gold 
rushes to Confederation. 

The first period is, of course, the period of 
exploration and of the fur traders. For two 
centuries after the discovery of lower California 
by the Spaniards no exploratory efforts to the 


north were made by them, if we dismiss the. 


accounts of Maldonado, Juan de Fuea and de 
Fonte. Scholefield labels these as the apocryphal 
voyages of glib-tongued impostors. In 1774 and 
1775, on orders from the viceroy, ships sailed 
and explored as far north as the Queen Charlotte 
Islands without landing on what is now British 
Columbia. There was then a hiatus in Spanish 
exploration until 1779, but in the meantime 
Captain Cook, on his third and last voyage, 
landed at Nootka in 1778, staying there a month. 
Cook had with him two surgeons, Dr. William 
Anderson of the Resolution, and Dr. John Law 
of the Discovery. Dr. Anderson is mentioned 
frequently in Cook’s journal as looking after 
the department of natural history and doing an 
uncommonly good job. He was sick at the time 
ot the Nootka visit and four months after sailing 
for the north died of consumption off the Alaska 
Coast. 

As a direct result of the publication of Cook’s 
journal, many ships arrived at Nootka in the 
1780’s to hunt sea otter. Doubtless many of 
these ships earried surgeons, but only one of 
them will be noted here, Dr. James McKay, 
surgeon of James Strange’s expedition from 
Bombay in 1786. On Strange’s departure from 
the West Coast for China, MeKay was left 
behind for the purpose of recruiting his health, 
as he had been very ill ‘‘with a purple fever’’. 
He was also required to learn the language and 
ingratiate himself with the natives so that if 
any other vessels should touch there he might 
prevent them from purchasing any furs. He 
was supplied with all necessities—food, clothing 
and blankets, garden seeds, grain, necessary im- 
plements of husbandry together with a male and 
female goat, as well as lavish gifts to Maquinna, 
the chief of the Nootka Indians. He had already 
gained the affection of the Maquinna family by 
the cure of the chief’s child, who suffered from 
seabby hands and feet. Maquinna in turn prom- 
ised that McKay should eat the choicest fish the 
Sound produced and that on return they would 
find him ‘as fat as a whale. Instead of this, poor 





McKay was reduced to a daily meal of seven’ 


dried herrings’ heads washed down with whale 
oil, was stripped of his clothes and obliged to 
adopt native dress. More than a year after- 
wards, Strange having failed to return, McKay 
was removed from Nootka by Captain Barclay, 
the Captain of the Imperial Eagle, who gave as 
his only reason that MeKay had no right to 
monopolize the trade. Thus passed from sight 
the man who has been ealled by some the first 
resident practising physician on the Northwest 
Coast. 


In 1789 the Spaniards stepped in, claiming 
Nootka as their territory and seizing several 
British ships. This Nootka incident very nearly 
precipitated war between Great Britain and 
Spain, but this was fortunately averted and 
Captain George Vancouver was sent out to re- 
ceive the surrender of the territory from the 
Spaniards at Nootka. Vancouver had with him 
the usual quota of ship’s surgeons and surgeons’ 
mates as well as Dr. Archibald Menzies who was 
mustered in on board the Discovery among the 
‘‘supernumeries’’ as botanist. Cranstown, the 
ship’s surgeon of the Discovery took sick when 
the ships were rounding the Cape of Good Hope, 
and from that time on until the return of the 
expedition three years later, Menzies was ship’s 
surgeon as well as botanist, and did his work so 
well that not one life was lost by sickness during 
this time. At every available opportunity spruce 
beer was brewed under his supervision—prob- 
ably from western hemlock—with very beneficial 
effeets on scurvy; very necessary indeed when 
the daily allowance of provisions for each man in 
the Navy at that time consisted of 1 pound of 
biscuits, 1 gallon of beer, 2 pounds of beef, or 
1 pound of pork, or 4 oz. of cheese with 1 pint of 
oatmeal or half pint peas as a cereal, and 2 oz. 
of butter three times a week. No mention here 
of green vegetables or fruit. Menzies was born 
near Aberfeldy, Seotland, in 1754, and after 
leaving the parish school worked as a gardener 
until he went to Edinburgh to study medicine. 
He received his degree in 1781 and joined the 
Navy after practising a short time in Carnarvon. 
He came to the Pacifie North West in 1786 
under Captain Colnett in the Prince of Wales, 
ealling at Nootka. Very little is known of this 
expedition as Colnett’s papers were seized by 
the Spaniards. Arriving back in England, 
Menzies joined the Discovery and came back to 
Nootka with Vaneouver. He remained in the 
Navy for a short time after the return of Van- 
couver’s ships, then resigned and took up the 
practice of his profession in civil life. He main- 
tained his intense love of botany all his days 
and at the time of his death in 1842 was presi- 
dent of the Linnaean Society. 


(Incidentally, it is interesting to note that 
the pay of ships’ surgeons in Menzies’ day was 
£5 a month and in addition 2d. per month from 
each man. ) . 


As the sea otter of the West Coast steadily 
decreased in numbers owing to the ravages of 
the fur traders, so decreased the importance of 
Nootka as a port of call and as a base. It was, 
however, visited by Dr. John Seouler in 1825. 
He was ship’s surgeon on the Hudson’s Bay 
Company vessel William and Anne and a bota- 
nist of note. He was greatly interested in the 


Coast Indians, their ways and their diseases, but 
finally carried things too far. He stole three 


skulls from an Indian burial ground and barely 
reached his ship ahead of the natives. 
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Eighteen years pass with nothing to report 
until Fort Victoria was built in 1843 on the 
shores of the present Victoria Inner Harbour. 
Six more years go by; the H.B.C. establishes its 
headquarters in Fort Victoria, to be followed 
by Vancouver Island becoming a Crown Colony 
and the first resident medical man of the Lower 
Island making his appearance. This was Alfred 
Robson Benson, a native of Whitby, Yorkshire. 
In his earlier days he had been captain of a 
vessel and so was nicknamed the ‘‘Commodore’’ 
by his fellow students at Guy’s. He graduated 
from that school and landed in Victoria in 1849 
from the Harpooner, taking up his quarters in 
‘‘Batehelor Hall’’ in the Fort. Helmcken de- 
scribes the surgery at that time as containing a 
gun case and a few shelves with drugs in bottles 
or in paper. The tin lining of a packing case 
served for a counter and there was a cot slung 
to the ceiling. Benson himself was described as 
a sterling, honest, kindhearted, upright man, 
always ready to do good, but somehow did not 
fit in. On Helmcken’s arrival in 1850, Benson 
went to Fort Vancouver. In 1857, he reappeared 
again in the Colony, this time at Nanaimo, as 
the surgeon to the Vancouver Coal Company. 
He was the returning officer in the celebrated 
Nanaimo election to the Provincial Legislature 
in 1859, the candidate being Captain Swanson 
and Captain James Stuart the only qualified 
voter. The return mentions that Captain Swan- 
son was duly elected by a majority of one! 
Benson shortly afterwards retired to England 
and died in his native town. 

As mentioned previously, John Sebastian 
Helmeken arrived in Victoria in 1850 as colonial 
surgeon, and private secretary to Governor 
Blanshard. Much has been written about him, 
so suffice it to say that he graduated at Guy’s 


at the same time as Benson and Ash, and after: 


two sea trips, one to Hudson’s Bay, the other 
to the East, came to Victoria and spent the 
remainder of his life there, dying in 1920, full 
of years and honours. 

Dr. George Johnson came to Victoria on the 
Tory in 1851. He is entered as surgeon and 
clerk, and obviously was in the Fort for some 
time. In 1858 he was placed in charge of the 
‘‘Royal Hospital’? but soon departed for an 
unknown destination. 


From 1858 on, arrivals became much more 
frequent. Four new names make their appear- 
ance in that year— Doctors Haggin, Baillie, 
Clerjon and Trimble. T. B. Baillie was a native 
of Lanark, an Edinburgh graduate and a cousin 
of Sir Mathew Begbie, the chief justice of British 
Columbia. In November, 1860, while on his 
way to Callao, Peru, he was washed overboard 
and drowned, 50 miles south of Cape Flattery, 
leaving several children and a widow who for 
many years kept a boarding house. Dr. N. M. 
Clerjon, according to his own advertisements in 
1858, was a native of Paris, a student of the 
Medical Academy and Clinique of Paris, had 
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practised a long time in China, where fevers, 
dysentery, rheumatism and other diseases were 
dreadful, and for the last 8 years in California. 
He had been ‘‘Médecin en Chef’’ of the French 
Asylum Benevolent Society of S.F’.—treatment 
purely vegetable—in other words, without 
mereury. At one time Clerjon was fined £5 
for the existence of eight stove pipes upon his 
premises contrary to law—a very puzzling 
matter to which I have found no answer as yet. 
From the time of his arrival to his death in 
1864 at the age of 58, he was physician to the 
French Mutual Benefit Society, and was, as the 
obituary notice very smugly remarked, in very 
comfortable circumstances at the time of his 
death. 

Dr. James Trimble, born in Tyrone, Ireland, 
in 1818, after graduation, was a surgeon in the 
Royal Navy. He resigned his commission to go 
to California in 1849, practised there until 1858 
when he came to Victoria. In addition to a large 
practice including much obstetries, he was twice 
mayor of Victoria, was a member of the Pro- 
vineial Assembly and later Speaker of the 
Provincial House. He died in 1885, aged 67 
years. 

From this time on arrivals were thick and 
fast. For the year 1862 alone I have been able 
to trace twenty-three names of doctors or quasi 
doctors who at least started practice. I shall 
pick out a few about whom something is known. 

Dr. James Dickson, who arrived in 1860, was 
a member of the Legislative Assembly. He was 
appointed coroner for Vancouver Island but the 
appointment was revoked for some reason early 
in 1866. He evidently left the city soon after- 
wards. A dispatch from Portland, several years 
later states that he had had his jaw fractured 
by a thrown stone, inadvertently getting mixed 
up in a street brawl on the way home from the 
office. 


Dr. Israel Wood Powell was one of the most 
eminent men of his generation. He was born 
in Port Colborne, Upper Canada, April 7, 1836. 
He was tutored in Anatomy and Physiology by 
Dr. Covernton, father of Dr. C. F. Covernton, of 
Vaneouver, and graduated from MeGill in 
1860. He intended to go to New Zealand but 
decided to take a look at Vancouver Island first, 
which he did, arriving in 1862 and settling there 
soon afterwards. In 1863 he was elected to the 
Legislative Assembly representing Victoria City 
and was appointed surgeon to the fire depart- 
ment and the following year surgeon to the 
French Hospital in place of Clerjon. He was 
Provincial Grand Master of British Columbia, 
Lieut.-Col. of the Victoria Militia, Superin- 
tendent of the Indian Department, Chairman of 
the Board of Education and was responsible for 
the introduction of the School Act, which estab- 
lished free schools in British Columbia. He was 
very strongly in favour of Confederation, de- 
livered the first speech in its support, and in 
1870 was one of the delegates sent to Ottawa to 
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arrange terms of union. For this he was offered 
a senatorship which he declined. In his later 
years his eyesight failed, and towards the end 
he- was totally blind. He died in Victoria in 
1915. 

Walter Shaw Black was born in Bo’ness, 
Seotland. He held the degrees of M.R.C.S. and 
L.S.A.L.M. He served in the Crimean War, then 
went to Australia, received the degree of M.D. 
Melbourne, and came to Victoria in 1862, setting 
up practice in partnership with Dr, Turner. He 
soon left for the mainland, establishing himself 
in New Westminster, and became a member of 
the Legislative Assembly of British Columbia. 
He was killed in 1871 by a fall from his horse 
while hastening to perform his professional 
duties. His partner in Victoria, Dr. Turner, an 
L.R.C.S. of Edinburgh continued to practice 
there until in 1871, when two months after 
Black’s accidental death, Turner, suffering from 
quinsy, took a dose of morphine from which he 
failed to wake up. He was the surgeon to the 
local Caledonian Society at the time of his death. 

Dr. David Walker advertised first in the 
British Colonist in November, 1862 as ‘‘ Surgeon 
and accoucheur. Pure vaccine matter always 
on hand, Dentistry, plate work on gold, platina, 
rubber or silver. Teeth cleaned, filled or ex- 
tracted.’’ Prior to arrival in Victoria he had 
been surgeon of the Fox on the celebrated Mc- 
Clintock expedition which was the means of 
bringing to light so many traces of the fate of 
Sir John Franklin. He was obviously a man 
of parts, running a meteorological observatory 
in Victoria and supplying weekly observations 
to the newspapers. He left the city in 1865, 
joined the United States Army and when last 
heard of in 1871 was on his way to Washington 
to report as scientific officer of the United States 
Exploring Expedition towards the North Pole 
under Captain Hall. 

Dr, William Jackson, born :1 Lincolnshire in 
1835, came to the Colony in 1562. Shortly after 
arrival he was appointed Superintendent of the 
Royal Hospital at $60 a month, a position he 
held until 1875. Later on he was Dominion 
quarantine officer, city health officer and coroner, 
He died in 1890 as a result of an accident in 
which he sustained a compound fracture of the 
femur. 

Dr. John Chapman Davie Sr., was born in 
Lyme Regis, Dorset, in 1811. He arrived in 
Victoria in 1862 and continued in practice there 
until his death seven years later at the age of 
58. He was a member of the Tariff Commission 
and a member of the Legislative Council. His 
son, Dr. J. C. Davie accompanied his father from 
England. Much has been written of him, so I 
shall pass on. 


Dr. John Ash, born in Yorkshire in 1823, 
graduated from Guy’s in the same year as 
Helmecken and Benson. Helmcken notes that he 
was a hard working clever man, noted for his 
short sight, tremendous breadth of shoulder 


and chest and his short temper. He was a well 
read, and very sensible companion when in good 
humour, but if in a bad one people kept clear. 
When in practice he enjoyed some celebrity as 
an oculist. In addition he was a member of 
the Vancouver Island Assembly and after Con- 
federation was provincial secretary for several 
years. He died in Victoria in 1886, aged 63. 

Dr. Klein Grant arrived in Victoria on the 
Rosedale at the end of 1862. Grant was a gradu- 
ate of Edinburgh, member of the Royal College 
of Surgeons of London and of Edinburgh, late 
senior physician to the Royal General Dis- 
pensary, London, and professor of the Practice 
of Physic in the Aldersgate College of Medicine, 
and Editor of Hooper’s Medical Dictionary. 
Report also has it that he was editor of The 
Lancet, but I hardly think that this can be 
correct, as Wakley, the founder, owner, and 
editor of The Lancet was alive at that time. 
Grant remained in Victoria for about two years, 
then transferred his allegiance to Nanaimo, 
where he spent the remainder of his days, dying 
in 1873 at the age of 68. 

Dr. McNaughton Jones, a native of Cork, 
Ireland, also came out in 1862, practising suc- 
cessively in Victoria, New Westminster, Nanaimo 
and again in Victoria. He subsequently became 
Dominion Health Officer and quarantine in- 
spector for the Province. 

I eannot pass on from the year 1862 without 
noting Dr. J. Nicholls, not that he was out- 
standing as far as we know, but was a doctor 
who came to a new town and a new life at the 
age of 72 and remained in practice until his 
death nine years later. 

Dr. R. W. W. Carroll, born in Woodstock in 
1839, educated at Trinity College and McGill, 
received his degree in 1859. He practised in 
Canada for a short time, then joined the Union 
Army as surgeon. Following 3 to 4 years’ serv- 
ice he came to the coast, settling first in Nanaimo, 
then in the Caribou. He represented Caribou 
on the Legislative Council of British Columbia 
from 1868, and in 1870 was appointed one of 
the delegates to negotiate terms of union with 
Canada. For this he was appointed Senator in 
1871. He died at Woodstock in 1879. 

So much for the regular medical practitioners. 
The remaining medical men in the Colony can 
be divided into three groups: (1) Medical 
graduates in business. (2) Quacks and fly-by- 
nights. (3) Unfortunates. 

Of the first group William Fraser Tolmie is 
much the most prominent. In addition there is 
John Frederick Kennedy, surgeon and chief 
trader of Hudson’s Bay Company who came to 
Victoria in 1851, and the following year was 
placed in charge of gold mining operations in 
the Queen Charlotte Islands. In 1857 was 
member from Nanaimo in the Provincial Legisla- 
ture. He died in Victoria in 1860. Dr. H. A. 


Tuzo was born in Quebec, studied at McGill, 
obtaining his degree in 1853. He then signed on 
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with the Hudson’s Bay Company as surgeon for 
5 years, the major portion of which was spent 
at Fort Vancouver. At the end of 5 years he 
signed on as a clerk in the company’s service and 
came to Victoria where he remained for many 
years, becoming eventually a bank manager. He 
finally moved to England where he died. 
Quacks and fly-by-nights.—There were quite 
a number of these gentry, but two examples 
will suffice. Dr. C. H. de Wolfe, first noted in 
October, 1862, as guaranteeing cures in all cur- 
able stages of disease ‘‘No matter how bad your 
ease or what the name of the malady. Call and 
learn his mode of treatment and then judge 
for yourself. Consultation free.’’ His treat- 
ment apparently was herbal, chiefly lobelia as 
well as baths, as he boarded patients in his bath 
house. One of his last acts in Victoria was to 
sue the estate of a patient, an alcoholic and 
dope addict, for $240.00 due him for board, 
lodging and treatment. During the course of 
his testimony he made the statement that the 
deceased was the 150th patient of his who had 
died by his own hand. Later on in the pro- 
ceedings Dr. de Wolfe addressed the jury in 
his own behalf at great length, handling the 
solicitor for the defense without gloves and 
making a most ferocious onslaught on Drs. 
Haggin and Dickson, especially the latter and 
on the faculty generally, ‘‘who bled and blis- 
tered, starved and killed one out of every ten 
of their patients’’. He left town within two 
months of this episode, and next year was 
lecturing to San Francisco school children on 
health laws, and later on, on physiognomy. 


The other to be noted went by the name of 
Dr. J. Flattery. Just listen to this ‘‘puff’’ 
dated June 12, 1862. ‘‘The afflicted will now 
have an opportunity of consulting Dr. J. Flat- 
tery, the highly recommended and distinguished 
physician and surgeon from San Francisco. He 
will remain at the Colonial Hotel in this city 
but a few days, previous to his return to San 
Francisco. The Doctor is a graduate of medi- 
eine and a literary gentleman and we certainly 
hazard nothing in commending him to the suf- 
fering portion of our community. He presents 
testimonials of the highest respectability as to 
his skillfulness, and is provided with the latest 
and most improved instruments as aids to his 
profession. His newly invented stethoscope for 
the examination of the lungs is a most decided 
improvement on the old. Also his laryngeal 
speculum (a coneave metallic mirror) a most 
valuable instrument which prepares him to con- 
vey light within the throat sufficient to expose 
to view its disease’’, ete. Flattery apparently 
found the pickings good as he was still in town 
advertising in October. By December 3, 1862, 
we find the following in the British Colonist : 


**Quack Flattery, who disappeared after ‘doing’ 
several people or borrowing money from coloured boot 
blacks without recollecting to pay it back, is certainly 
capable of carrying off the palm for impudence. Here- 





tofore we had not thought the fellow’s departure worthy 
of notice, although it did look like petty larceny; but 


‘the subjoined letter, received by mail yesterday, gives 


his measure pretty fully. 


‘¢Portland, 25th November, 1862. 
‘¢*Editor, British Colonist. 
Sir: 

When I visited Esquimalt for the purpose of sending 
my wife and children to this place, I intended return- 
ing to Victoria at the departure of the steamer, but by 
a misunderstanding was unexpectedly carried to sea and 
therefore am unexpectedly here. I wili return to Victoria 
and settle up accounts about next Tuesday a week. Your 
account, I believe, is $6 which will forward perhaps 
e’er that time. 

Your ete. 
Dr. J. Fiattery. 


P.S. If I see any impudence in your journal relative 
to my unfortunate departure, I will never pay you and 
therefore serve you right.’’ 


The last group, the unfortunates—by this I 
mean of course the chronic alcoholics and men 
of that ilk. For a town that was the base for 
gold mining ventures, the number was surpris- 
ingly small, and even more so when we consider 
that there was no medical act and no college to 
advise, admonish or adjudge. In all, during the 
period under review, there are only three names 
that crop up regularly in the police court 
records. 


HOSPITALS 

In 1855, during the course of the Crimean 
War, Governor Douglas was asked by Rear 
Admiral Bruce of the Royal Navy to erect hos- 
pital buildings, as many casualties were antici- 
pated during the second assault on Petro- 
palovski. This was done, three wooden buildings 
being erected at Duntze Head at a cost of 
£932, 5/. Each of the interconnected buildings 
was 30’ x 50’ —had 12’ ceilings and large 
windows. There was an operating room, kitchen, 
apartment for the surgeon in charge, while the 
two wards were capable of accommodating 100 
patients. As it happened there were no casual- 
ties as Petropavlovski was found abandoned. 
The buildings were taken over by the Admiralty 
in 1857 and used intermittently. In 1862 the 
barracks of the Royal Engineers in Skinner’s 
Cove were transferred to the Navy for a hospital 
together with 10 acres of land. 

The following quotation deseribes the first 
civilian hospital in Victoria. 

‘¢18th December, 1858. The British people have ever 
been distinguished by the largeness of their humanity, 
their practical disposition to succor the distressed, com- 
fort the sick and ‘bind up the broken heart’.. As an 
instance in point, we learn that through the exertion 
of the Rev. Mr. Cridge and Mr. Commissioner Pemberton, 
a public hospital has been established in the Washington 
House, Broad Street, and placed under the charge of 
our well known townsman Dr. Johnson. There are now 
7 patients under treatment. The building is unsuitable 
for a permanent hospital: the walls so thin that Indians 


have broken through and stolen the victuals set for the 
sick, ’’ 


Three months later a site for a new hospital 
had been selected on the Indian Reserve front- 
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ing the harbour. The Governor had granted the 
use of the land and appropriated $2,000 for the 
building of the hospital. From the very begin- 
ning the institution was overcrowded and beset 
with financial difficulties. In August, 1860— 
‘‘all the beds of the establishment are in use, 
and there is no straw on hand with which to 
fill others. Relief is loudly ealled for and it 
is to be hoped, will be freely rendered by our 
citizens.’’ July, 1861 — ‘‘ Royal Hospital — sev- 
eral destitute patients in the hospital are greatly 
in need of clothes; cast off linen and other 
garments and bundles of old linen for dressing 
wounds, ete., sent to the Steward of the hospital 
will be thankfully received’’. And again in 
September, 1862—‘‘ At this institution there are 
at present writing 27 patients, 9 more than the 
capacity of the building will accommodate with 
any degree of comfort. Several of the patients 
are lying on ‘shakedowns’ or mattresses and 
blankets spread on the floor. The state of the 
hospital finanees is extremely difficult to arrive 
at since Owens stole the £233 belonging to the 
fund and ‘clatawaed’ to Caribou; but there is 
no doubt that matters, in a deplorable condition 
before, are in a far worse condition now.’’ In 
time, however, the hospital weathered the storm, 
although apparently was never out of debt. 


In the meantime two other institutions appear 
on the scene, the first the French Hospital, built 
in the latter part of 1861 where the old nurses’ 
home of St. Joseph’s Hospital still stands. The 
second, the Female Hospital, commenced in 
November, 1864, on the site of the Christian 
Science Chureh. This building measured 75’ x 
71’. It had a verandah all around, had a large 
sick ward with 8 beds, a receiving ward, lying-in 
ward, inspection room, matron’s room, 2 private 
rooms, dining hall, kitchen and bath room for 
hot and cold baths. 

The Royal Hospital and Female Hospital went 
their respective ways until 1869, when the 
Female Hospital was taken over by the Board 
of the Royal Hospital. The Royal Hospital 
itself was abandoned and the inmates of both 
institutions housed in the Female Hospital, 
which was renamed the Royal Hospital, con- 
tinuing to give yeoman service to the community 
up to the time the Provincial Royal Jubilee 
Hospital was built twenty-three years later. 

If professional secrecy was observed by indi- 
vidual doctors, it certainly was not observed by 
the Royal Hospital in its early days. The 
British Colonist, of July 3, 1860, had a long 
leading article on the hospital, in which it gave 
the number of patients who had sought relief 
at the hospital from the day it first opened, a 
period of eighteen months. There then followed 
the names, ages, diseases and nationalities of the 
deceased patients. It almost goes without saying 
that some of the diagnoses are still not 
mentioned in polite society. 
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SOME REFLECTIONS UPON THE 
HEALTH AND MORTALITY OF 
COTTON TEXTILE WORKERS 


By C. L. Roman, M.D.* 
Valleyfield, Que.: 


The basis for this survey is the life history 
of 205 individuals, male and female, who have 
reached or passed fifty years of age, and have 
worked from 13 to 54 years in the environment 
of cotton textiles. I have had the benefit of the 
close observation of these people that comes with 
the workaday experience and insight of a medi- 
cal man who was conversant for more than 16 
years with the industrial, medical, and personal 
problems to whose solution I have made my 
slim contribution as a joint partner. 

At the outset, the objection will be made that 
this company of 200 is not sufficient upon which 
to base conclusions in a plant that has been 
in operation for more than seventy years; that 
this number does not truly designate the index 
of turn-over. But against this apparent defect 
can be placed the unvarying condition of locality 
and the prevailing and unchanging type of 
worker. No more representative cross-section 
could be found in the cotton business than this 
sroup whose activities have been connected with 
some phase in the production of cotton. Ex- 
ecutives, office-men, cotton-sorters, spinners, 
weavers, dyers, bleachers, nappers, mechanics, 
painters, carpenters, male and female, French- 
Canadian and English, all more than fifty years 
of age, present a set of vital statistics whose 
study becomes interesting and instructive when 
considered in the light of the possible hazards 
that might accompany the fabrication of cotton 
textiles. 

For convenience, the essential facets, from 
which are drawn the comments and summary of 
this paper, can be compressed into a paragraph. 


Two hundred and five workers in the cotton textile 
industry were chosen in the 25-year range from 50 to 
75. These are classified in three groups representing 
50, 60, and 70 years. There were five in the oldest 
set, the average age being 71.6 years, and constituting 
1+ % of the aggregate number, while those in the 
60 group showed an average of 60.7 years, and with 
60 such made up little more than 28% of the total, while 
the youngest set numbered 140 of about 70% and the 
mean age was 54.3 years. After 7 years, 120 or 63% 
are still working at The Montreal Cottons Limited, 19, 
or 9% are dead, 41, or 20% are retired, and 16, or 
7.8% have left employment. Of this latter 16, one 
was 75, three were in their sixties, and twelve in their 
fifties. One of the original five in the seventies is alive. 
The 19 dead all reached late sixties and early seventies. 
Of the 10 women, whose ages ranged from 50 to 64, 
one is dead, five have retired, and three are still work- 
ing, the oldest of this trio now being 65 years of age, 
and having 50 years of service; the remaining two being 
59 and 58, having 36 and 27 years of service, respec- 
tively. In the female group, all had passed the meno- 
pause, 2 being married, 2 widowed, and 6 spinsters. 


* Physician to The Montreal Cottons Limited. 
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There were 22 widowers and 5 bachelors. Four had 
seen service overseas, three being wounded, the fourth 
having 26 years in the regular army to his credit. These 
205 had worked 6,169 total years, or an average of 30 
years. 


A glance at the history of cotton shows that 
India knew the cultivation and conversion of 
cotton as far back as 800 to 700 B.C. A knowl- 
edge of this commodity spread throughout the 
East, passed into the hands of the Greeks, and 
in 70 A.D. the Egyptians were growing and 
manufacturing cotton, while in this country of 
the Nile, records tell us that the priests’ gar- 
ments were made from cotton. By the path of 
the Crusades, Levantine and Occidental, cottons 
were introduced into Europe, which was rather 
slow to take advantage of the value and use of 
the fibre which the Venetian sailors brought back 
from Asia. In 1200 to 1300 A.D. the production 
of cotton sails and fustians flourished in Spain, 
but around these dates, Germany and Venice 
were claiming the honour of being first to spin 
and weave cotton. 

Until England became master of machinery 
that simplified this process, the growing of cotton 
in the colony of Virginia; the introduction of 
Negro slaves to America; the protests of London 
wool merchants against cotton manufacture; the 
making of two laws in the interests of wool 
erowers by Parliament forbidding the use of 
cotton; the invention by Kaye of the flying 
shuttle; the passage of the Manchester Act 
barring the importation of Indian goods, and 
thereby establishing Laneashire as the centre of 
monopoly in cotton goods; were all high-lights in 
the events that led in 1650 to 30,000 people in 
Manchester and Bolton being concerned with 
cotton manufacture. Hargreaves and his spin- 
ning jenny, Arkwright and his spinning frame, 
Crompton and his spinning mule and Cart- 
wright and his power loom, and the discovery of 
the steam engine, laid the foundations of one of 
the mightiest empires in industry. 


In connection with the production of silk and 
woollen goods, the factory system actually had 
its beginning in Italy in the 15th and 16th cen- 
turies. In 1764,-a linen factory with 800 workers 
was founded in Louvain, Belgium. At about 
this timé, cotton made its appearance as the 
youngest member of the textile family, and be- 
came so important in England that the popula- 
tion of Laneashire inereased by leaps and 
bounds, as that district expanded into the centre 
of the manufacturing realm. It is interesting 
to note that the last of the textiles to appear— 
apart from rayon and glass—has become the 
most accessible, the most widely used, and the 
most important. It is also of greater interest 
to medical men that the diseases associated with 
the making of cotton textiles are fewer and less 
deadly than those found associated with its 
older sisters. 


The ‘‘mill fever’’ and eruptions found among 
the workers in linens, the ‘‘mal des bassines’’ 


seen among silk makers, the wool-sorters’ dis- 
eases met with in the fabrication of worsteds are 
synonymous for those textiles, but apart from 
the catarrhal affections that accompany dust, 
there is no specific disease or hazard which 
characterizes the cotton industry. 

No sketech—however brief—that touches the 
chronicles of the evolution of modern industry 
can disregard the witches’ cauldron of oceupa- 
tional diseases that have been brewed since the 
dawn of the factory era. Observations made by 
Hippocrates and Galen show that even in their 
day, certain trades and occupations carried 
menace to health. In their writings are refer- 
ences to the diseases peculiar to miners, sailors, 
workers in sulphur and zine, and to chemists. 
The satires of Martial, Juvenal and Plautus 
mention ‘‘the blear-eyed Smith’’, ‘‘the lame 
tailors’’, but there was to be a long lapse of time 
before any serious emphasis was laid upon vital 
statistics and incidence of disease among 
workers. 

Ramazzini wrote the first systematic treatise 
on diseases of occupation—‘‘De Morbis Artifi- 
cium Diatriba’’—which was published in 1700. 
In 1822, Thackrah, a pupil of Sir Astley Cooper, 
wrote a monograph on ‘‘The effects of the prin- 
cipal Arts, trades and professions and of civic 
states and habits of living on health and lon- 
gevity’’. To him goes the eredit of having first 
investigated ‘‘brass-founders’ ague’’. Since that 
time, nearly every decade has seen a closer 
focussing of attention upon diseases that are 
found in occupations, and their effect upon 
longevity. 

The earliest available figures that reveal the 
mortality among workers in England bear the 
date 1761, when it was calculated that 50% of 
the population died before the age of 20. In 
1833, the average age of the labouring classes in 
Manchester and similar cotton mill centres was 
22. This is not surprising when the awful 
barbarity, the worse than slavery that existed 
is recalled. Children began work before the age 
of 7, and were forced to toil 13 to 17 hours daily. 
The workmen themselves called the mills 
‘‘slaughter-houses’’. Abundant child labour as- 
sured a cheap and quick renewal of hands. 
Tremendous profits stifled conscience and there 
was no hospital but the grave. Sir Robert Peel 
was one of the first to realize the need of labour 
legislation to correct the abuses of the factory 
system, and from his time until today, the health 
of workers in the English-speaking sphere has 
been more and more investigated, supervised, 
and safe-guarded, until the accumulative mass of 
accurate information represents a reliable guide 
for health in almost every field of industry. 

The American phase of the cotton industry 
on a large seale began in Waltham, Mass., in 
1814, where the first power loom was set up, 
while Quebee saw her first looms operated at 
Valleyfield, sixty years later. In the seventy 
years that have elapsed, this small unit at the 
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edge of Lake St. Francis has grown into the 
largest cotton mill under one roof in Canada. 
Here, more than 3,500 male and female em- 
ployees spin, weave, bleach, dye, and finish 
many hundreds of various kinds of cloth from 
the filmiest nainsook and finest gauze to coarse 
canvas and heavy tapestry, to say nothing of 
a staggering yardage of goods for military 
purposes. Among the several departments al- 
ready listed, there is a good-sized and well- 
equipped first-aid hospital where three phy- 
Sicilians and a nurse treat annually between 
10,000 and 15,000 medical and surgical patients. 

Many years of contact with this small army 
led me to speculate upon its general health and 
longevity, its habits, its resistance to illness, 
the diseases to which it was liable, the condi- 
tions under which it lived and worked, and 
the relation of these factors to each other. 
Among this group of 205 were a number who 
had been working in the mill before I was born, 
and long before I had entered upon the study 
of medicine. Slowly it occurred to me that 
here was a throng, the survey of which would 
provide some revealing figures and a few 
interesting facts. One authority has aptly 


written—‘‘There is probably no industry to- 
day that we know less about in its effects on 
health and longevity, than the textile industry, 
of which the cotton industry is a principal 
part’’. 

Before making a short résumé of the medi- 
eal findings, a more complete picture could be 


visualized if a look were cast at the racial and 
environmental background of these individuals. 
Predominantly French-Canadian in stock to the 
extent of 85%, these sturdy people had come 
almost directly from the farm, while the re- 
maining 15% was of pure old-country Anglo- 
Saxon ancestry. A large percentage own their 
houses, which were models of comfort and 
cleanliness and bespoke thrift and a high 
standard of living. The journey away from the 
grim and spectral squalor of their spiritual 
ancestors of a century ago had been long and 
tedious. 

It is safe to say that 98% of the men use 
tobacco and that 90% took aleohol moderately, 
usually as beer. Then, habits were extremely 
regular and meals were eaten at the same hour 
daily, meat being served in most cases for the 
three meals. The retiring hour, save on Sat- 
urday nights, was invariably no later than ten, 
in order to rise at five-thirty the following 
morning, when the first mill whistle blew. The 
work period began at seven and ended at six. 
In very few exceptions schooling had ended 
between ten and twelve, but there were only 
a small number who could not read or sign his 
name. They were short on general knowledge, 
but what mattered most, long in wisdom, and 
rich in understanding. Only one man was 


frankly below par, mentally. 
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The medical notes command attention. The 
average height was that which goes hand in 
hand with energy—5’ 5”. A height of 5’ 8” 
or more was so unusual as to be rare, while 
only one worker measured 6’ 1”. The shortest 
individual was 4’ 11”. The general weight was 
quite ideal according to the theoretical chart, 
being 150 pounds; the maximum and minimum 
weights were 25314 lb. and 98 lb., both women. 
There were 15 who weighed 200 Ib. or more. 
The blood-pressure findings were in keeping 
with those found in extensive cotton textile 
researches made by the U.S. Public Health 
Service—on the low side; in the main, the read- 
ings were well within normal limits, but there 
were of course extremes, the highest being 
found in a woman who had a hypertension of 
250/150, while the lowest was 100/60. Seven 
had a systolie of 200 and over. 

The information coneerning ecardiae wear 
and tear paralleled the vascular data in that 
two were found where definite organic changes 
existed, one with a systolic murmur, one with 
a diastolic, while several had extra-systoles; 
myocardial enlargement in many with no 
embarrassment was noted. No laboratory test 
was resorted to beyond that of urinalysis, from 
which it was learned that 11 showed diabetes 
or slight traces of albumin. 

It was to be expected that accidents had 
taken their toll as contact with machines 
thirty or fourty years ago was not as happy 
as today. It was found that 40 had suffered 
injuries that were graded from an amputation 
of the arm to the loss of fingers, or mutilation 
of the hands. Twenty-six had undergone 
operations, among these being one prostat- 
ectomy, two thyroidectomies, several append- 
ectomies and herniotomies. Two had had a 
gastro-enterostomy for duodenal ulcer, one of 
which had perforated, and the other had had 
this radical measure carried out after two years 
of medical treatment. One hydrocele was dis- 
covered and two had an inguinal hernia of 
many years’ standing. 

This survey leads me to believe that there 
is no industry that has less hazard and less 
occupational disease than is found in the 
production of cotton. The health and longevity 
of its workers compare more than favourably 
with that of other industries. It has been my 
experience to follow great numbers who have 
retired from active work and I have observed 
that, as a rule, their lives are prolonged into 
the sixties and seventies, where death occurs 
from sudden cardiae failure or from cerebral 
accident. 

These findings are to be taken more as sug- 
gestive than conclusive. It is believed however, 
that the cotton industry of today has been rid 
of the hazards of half a century ago or less. In 
those days, tuberculosis, bronchitis and asthma 
were the diseases mostly found in connection 
with this branch of the textile industry, but 
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through improved lighting, more scientific 
humidification, better ventilation and sanitation 
in the way of cleansed air and suction of dust, 
more even heating of rooms, these evils have 
largely disappeared. It is also felt that regu- 
larity of hours is conducive to a slower and more 
steady expenditure of vital reserve, which to my 
mind is the all-important essential in an heredity 
that is vigorous and robust. Longevity is the 
result, if that vital capacity is not too rapidly 
expended. 

The cotton industry has emerged from the 
dark ages of the industrial revolution, bringing 
with it a different and better standard of living, 
and assuring the survivors of years of hard work, 
and a happy, healthy old age into which they 
ean retire through the aid of pension and by 
virtue of splendid heredity and by means of a 
slowly and safely dissipated vital energy. 

This study has been made possible by the co-operation 
and courtesy of Lieut.-Col. W. G. E. Aird, Managing 
Director of The Montreal Cottons Limited; I also 


received encouragement from the late Professor L. J. 
Rhea. 
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R.C.A.F. Benevolent Fund—Medical Treatment 


The R.C.A.F. Benevolent Fund was created from the 
voluntary contributions of R.C.A.F. personnel, interested 
civilians, and canteen profits at R.C.A.F. units. Its 


purpose is ‘‘To relieve distress and promote the well 
being of R.C.A.F. and Ex-R.C.A.F. personnel and the 
dependents of both’’, The Fund is registered under 
the War Charities Act. 

Many applications handled by the Fund deal with 
accounts for:medical treatment. Therefore, it is felt 
advisable to acquaint the members of the medical 
profession with the procedure used in dealing with these 
eases. The Fund is pleased to assist applicants if need 
for assistance is found to exist after an unembarrassing 
investigation is undertaken by the Fund’s local repre- 
sentative. Where a case which appears to warrant as- 
sistance from the R.C.A.F. Benevolent Fund comes to 
the attention of a physician, the matter should be re- 
ferred to the local representative, or directly to the 
head office at Ottawa. If possible, such reference should 
be made early in the course of treatment or investigation. 

After consultation with the Canadian Medical As- 
sociation, the Fund has decided to settle accounts 
rendered for these patients in accordance with the scale 
of fees approved by the Department of Veterans’ 
Affairs. 

Where it is indicated that a patient may require 
assistance he or she should be cautioned as to the type 
of service requested, as the Fund must necessarily limit 


its aid to non-luxuries. Unless a doctor’s certificate is 
furnished confirming the necessity of other than public 
ward accommodation, assistance will be restricted to 
public ward rates. The same principle applies to the 
hiring of special nurses. Where applicants can avail 
themselves of public clinical treatment, they should be 
encouraged to do so, as assistance from the Fund in 
these cases will normally be restricted to the nominal 
fees charged by such clinics. In all cases the applicant 
will require a detailed statement of account for attach- 
ment to his application form. The same terminology 
as in the D.V.A. scale is to be used. 


ADDRESSES OF R.C.A.F. BENEVOLENT FUND 


REPRESENTATIVES 
County or District City Representative 
PRINCE EDWARD ISLAND 
Queen’s Charlottetown H. C. Bourke, Carvell Bros. 
King’s Montague A. F. Campbell 
Prince Summerside Dr. J. C. Simpson 
NEW BRUNSWICK 
Gloucester Bathurst J. E. Connolly, M.L.A. 
Restigouche Campbellton J. W. MacDonald 
Madawaska Edmunston E. W. Ross ’ 
York, Sunbury, Queen’s Fredericton K. L. Golding, 828 Brunswick St. 
Northumberland, Kent Miramichi Hon. G. P. Burchill, LL.D., Senator S. Nelson 
Westmorland, Albert Moncton G. Filliter, Mgr., Bank of Montreal 
St. John, King’s Saint John Harold G. Ellis, Irving Oil Co. 
Charlotte St. Stephen R. C. Peacock, c/o Messrs. Clark and Sons Ltd. 
Sussex ; Sussex Mrs. J. E. Keith 
Carleton, Victoria Woodstock Cecil E. Stewart 


Nova Scotia 


Annapolis Annapolis Royal 

Halifax District and Halifax 
Lunenburg 

Annapolis Valley, Digby, Kentville 


Annapolis, Kings and West 
Hants 
Eastern Nova Scotia, Pictou, 


New Glasgow 
Antigonish, Guysborough 


Central Nova Scotia, Colchester, Stewiacke 
Cumberland, East Hants 

Cape Breton Island Sydney 

South West Nova Scotia, Yarmouth 


Queen’s, Shelburne, 
Yarmouth Counties and Clare 


Lieut.-Col. E. K. Eaton, Hon. Superintendent, Fort Anne 
National Historic Park 

J. R. Machum, O.B.E., Manager, General Trust and 
Executor 

F. J. Burns, Editor, Kentville Publishing Company 


Mr. F. H. MeNeill, Warden, Municipality of Pictou, 
R.R. No. 1 
F. W. Young, c/o J. Lewis & Sons, Ltd. 


Dr. James Bruce, 47 Whitney Ave. 
P. G. Boutilier, Boutilier, Prosser & Prosser, Water St. 
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QUEBEC 

Amos 

Arthabaska 

Chicoutimi, Kenogami, Arvida 
Baie Comeau 

Brome, Missisquoi 

Gaspe 

Grand Mére 

Lake Megantic 


Matane 
Montmagny 
Montreal Island 


Charlevoix 

New Carlisle 
Noranda 

Pereé 

Quebec City and Levis 
Rimouski 
Riviére du Loup 
Roberval 
Shawinigan Falls 
Sherbrooke 
Terrebonne 


St. Joseph de Beauce 

St. Johns 

Three Rivers 

Valleyfield and Beauharnois 
Val D’Or 


ONTARIO 


Northumberland, Hastings, 
Prince Edward 

Muskoka 

Brant 

Peel 

Leeds 

Kent 

Cochrane 

Dundas, Stormont, Glengarry 

Huron 

Wellington 

Wentworth 

Kenora 

Lennox, Addington, Frontenac 


Waterloo 

Victoria, Haliburton, Durham 

Middlesex 

Simcoe 

Welland (north) 

Nipissing, Parry Sound 

Halton 

Carleton, Russell, Prescott, 
Hull, Que. 

Ontario 

Bruce Grey 

Renfrew 

Lanark, Grenville 

Peterborough 

Thunder Bay, 

Renfrew 

Lambton 

Algoma 

Lincoln 

Elgin 

Perth 


Rainy River 
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Amos 
Arthabaska 
Arvida 

Baie Comeau 
Cowansville 
Gaspe 

Grand Mére 
Lake Megantic 


Matane 
Montmagny 
Montreal 


Murray Bay 

New Carlisle 
Noranda 

Pereé 

Quebec 

Rimouski 

Riviére du Loup 
Roberval 

Shawinigan Falls 
Sherbrooke 

St. Agathe Des Monts 
St. Joseph d’Alma 
St. Joseph de Beauce 
St. Johns 

Three Rivers 
Valleyfield 

Val D’Or 


Belleville 


Bracebridge 
Brantford 
Brampton 
Brockville 
Chatham 
Cochrane 
Cornwall 
Goderich 
Guelph 
Hamilton 
Kenora 
Kingston 


Kitchener 
Lindsay 
London 
Midland 
Niagara Falls 
North Bay 
Oakville 
Ottawa 


Oshawa 

Owen Sound 
Pembroke 
Perth 
Peterborough 
Port Arthur 
Renfrew 
Sarnia 

Sault Ste. Marie 
St. Catharines 
St. Thomas 
Stratford 
Sudbury 
Toronto 
Welland 
Windsor 
Woodstock 
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Emile Montambault 

Maurice Maheux, Sheriff, Court House 

G. La Mountain, c/o Aluminum Co. of Canada 

Arthur Sewell 

Ralph Stockwell 

Henry Beshrvaise, Battery Park Hotel 

Alpheda Crete, M.P. 

G. M. Stearns, President, Lake Megantic Pulp and 
Paper Co. 

Raoul Fafard 

Phillippe Bechard, c/o Cie Belanger Ltee. 

W. S. Phillips, Room 20, 1st Floor, 1499 St. Catherine 
St. W. 

Henri D’Auteuil 

John Sheehan, K.C. 

Lucien Labelle, K.C. 

Mrs. Renouf, ¢/o Robin Jones & Whiteman 

Hon. Mr. Justice A. Savard, Court House 

The Hon. Jules Brilliant, M.L.C. 

Leo Berube, K.C. 

Raoul Boissonnault, Prothonotary of the Superior Court 

D. R. Wilson, Shawinigan Standard 

R. L. Curphey, Manager, Bank of Montreal 

Gavan Power, M.P. 

G. J. Taylor 

Dr. R. L. Auger 

Mr. and Mrs. Yvan Sabourin 

Francois Lajoie, K.C. 

Art. W. Sullivan, P.S.S. 

Eugene Ouimet 


A. M. Haig, O.B.E., 38 Bridge St. E. 


P. M. G. Thomas 

Donald McLennan, Mgr., Bank of Toronto 
W. T. Sanderson 

Allan R. Fairbairn, 4 Court House Ave. 
Judge H. E. Grosch, Judge’s Chambers 
A. B. Waters, K.C., Barrister 


- H. E. Mason, Manager, Howard Smith Paper Mills 


Richard Wurtele, Goderich Salt Co. Ltd. 

R. P. Findlay, 21 Barber Ave. 

Harold H. Leather, Leather Cartage Co. 

Dr. L. G. Gunne, Scovil Block, Main St. 

H. L. Wright, c/o Day and Rankin, Barristers, 69 
Clarence St. 

G. M. Douglas, Equitable Life Assurance Co. 

R. I. Moore, Moore & Jordan 

J. C. Gray, M.B.E., 303 Richmond Bldg. 

Mrs. Norman L. Playfair, 338 King St. 

J. M. Cowan, Editor, Niagara Falls Evening Review 

D. Jones-Williams, Mgr. Bank of Commerce 

W. B. E. Reade, Manager, Bank of Montreal 

Eric Taylor, O.B.E., 76 Clarendon Ave. 


Mrs. R. 8. MeLaughlin, Parkwood 

W. S. Middlebro’, K.C., Bank of Montreal Building 
Mrs. G. C. Phillips, 68 Renfrew St. 

Allan Code 

G. C. Miller 

Arthur Pounsford, M.B.E., Provincial Paper, Ltd. 
Mrs. Kenneth McDowell, Argyle St. 

D. P. Jamieson, M.B.E., K.C., Box ‘‘P’’ 

P. T. Rowland 

M. A. Seymour, 2 William St. 

G. Percy Spackman, 329 Talbot St. 

W. T. Booth, c/o Mutual Assurances 

E. D. Wilkins 

W. R. Kingsland, 31 Willcocks St. 

G. E. Nash, 100 Merrit St. 

F. Lorenzen, 310 Canada Bldg. 

Harold Utting, 505 Dundas St. 
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MANITOBA 


Boissevain 
Brandon 

Dauphin 

Flin Flon 

Morden 

Portage la Prairie 
Winnipeg 


SASKATCHEWAN 
Assiniboia 
Estevan 

Moose Jaw 
North Battleford 
Prinee Albert 
Regina 
Rosetown 
Saskatoon 
Swift Current 
Weyburn 
Yorkton 


ALBERTA 


Calgary 
Camrose 
Edmonton 


Grand Prairie 
Lethbridge 
MacLeod 
Peace River 
Red Deer 
Stettler 


BRITISH COLUMBIA 


Abbotsford 
Atlin 
Chilliwack 
Courtenay 
Dawson Creek 
Fernie 
Kamloops 
Kelowna 
Nanaimo 
Nelson 

New Westminster 


Ocean Falls 
Port Alberni 
Powell River 
Prince George 
Prince Rupert 
Princeton 
Revelstoke 
Trail 
Vancouver 
Victoria 


Boissevain 
Brandon 

Dauphin 

Flin Flon 

Morden 

Portage la Prairie 
Winnipeg 


Assiniboia 
Estavan 
Moose Jaw 
North Battleford 
Prince Albert 
Regina 
Rosetown 
Saskatoon 
Swift Current 
Weyburn 
Yorkton 


Calgary 
Camrose 
Edmonton 


Grand Prairie 
Lethbridge 
MacLeod 
Peace River 
Red Deer 
Stettler 


Abbotsford 
Atlin 
Chilliwack 
Courtenay 
Dawson Creek 
Fernie 
Kamloops 
Kelowna 
Nanaimo 
Nelson 

New Westminster 


Ocean Falls 
Port Alberni 
Powell River 
Prince George 
Prince Rupert 
Princeton 
Revelstoke 
Trail 
Vancouver 
Victoria 
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PERITONEAL GLOVES IN PRIMITIVE SURGERY.—Group 
Captain G. Struan Marshall writes from Edinburgh 
(Brit. M. J., June 15, 1946): Dr. A. R. Eates mentions 
the use by Arabs of ants as Michel clips. There will 


be found, in a book written about twenty years ago— 
Secrets de la Mer Rouge by Henri de Monfreid—and 
published, I think, in Paris, a fairly detailed account 
by an intelligent layman of an operation in the Sinai 
Desert that should still further amuse Dr. Eates’s 
virtuost. De Monfreid seems to have been a pearl fisher 
in the Red Sea, intermittently dodging those who would 
interfere with his apparently nefarious trade. He writes 
of an occasion when he had landed and gone up country; 
a tribesman was brought in, suffering from a deep spear 
wound of the belly. After some delay a native 
‘*doctor’’ appeared and gave the injured man something 
to suck that seemed to blunt his sensation. Then he 
examined the wound, and got an acolyte to hold it open. 
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H. B. Smith, Ross Ave. 

Alex Katz, K.C. 

R. M. MeIssaes 

W. L. Breakey, c/o Dom. Experimenal Farm 

Calvin Miller, K.C. 

H. E. Sellers, C.B.E., Federal Grain Ltd., 810 Grain 
Exchange 


T. G. Ross 

H. A. Westergard 

George Harrower 

J. L. Blyth 

Harry Holroyde 

Neil J. Taylor, O.B.E., Drake Hotel 
W. S. Elliott 

B. P. Boyce, Sheriff, Court House 
M. H. Shaw , 

Dr. F. C. Eaglesham 

Charles B. Stephens, Yorkton Collegiate 


A. W. Pentland, 311-37th Ave. W. 

J. W. E. Markle 

James Walker, O.B.E., Manager, Canadian Bank of 
Commerce 

N. J. Swallow, c/o Thompson Hardware Co. 

A. G. Baalim, M.B.E., 317-7th St. South 

W. Lingings, Canadian Bank of Commerce 

A. Phimster 

H. J. Snell 

W. W. Sharpe 


Harry Day, ¢/o Day-Rock Farm 

R. D. Nelson, Postmaster 

P. J. Keoughan, Veterans’ Officer, Box 20 

R. N. Carey, P.O. Box 39 

M. A. Van Roggen, Box 1134 

A. L. Ross, Canadian Bank of Commerce 

J. C. Stainton, 469 Victoria St. 

C. E. R. Bazett, Box 1574 

B. S. Abrams, ¢/o Customs and Excise Div. 

Miss Leona Boss, 913 Hall St. 

Kenneth Mackenzie, c/o Mutual Life Ins. Co. 38 Beghie 
Street 

F. Oxenbury, c/o Pacific Mills Ltd. 

Allen Wylie, c/o Bank of Montreal 

Myron McLeod, c/o McLeod Amusements Ltd. 

G. Milburn, Government Agern 

John S. Wilson, P.O. Box 736 ° 

Charles J. Harman, Veterans’ Officer 

W. J. Johnson, P.O. Box 486 

Major P. Mathieson, Post Office Building 

Clarence Wallace, O.B.E., 720 Howe St. 

W. Hobart Molson, 412 Post Office Building 


He extended the wound with a blade dipped in very 
hot melted butter, and exposed the stomach, which had 
been penetrated by the wounding spear and was gaping. 
He now had a goat killed and its belly opened;. he 
extracted the omentum and draped it over his hands, 
and with these natural gloves handled the stomach. 
Holding the cut edges of the stomach wound together, 
he took a large ant from a vessel, held it just behind 
the head, and brought it to the approximated edges 
of the wound, when the ant’s mandibles closed firmly 
on them. At this moment he brought his nails together, 
nipping off the ant’s head, which remained clamped to 
the cut edges, holding them together securely. 
I write from a tenuous memory, and may have 
got minor details slightly wrong, but I am sure of the 
major ones, and can only wonder at so modern a 
development of surgical technique in a country where 
communication is difficult and seanty. Ex Africa semper 
aliquid novi—well, not quite Africa but near enough. 


UNIVERSITY NOTES 
University of Western Ontario, London 


REFRESHER COURSE IN INDUSTRIAL MEDICINE 


On October 18 and 19, the University of Western 
Ontario, London, in conjunction with the Section of 
Industrial Medicine of the Ontario Medical Association 
will hold a refresher course in Industrial Medicine at 
the Medical School. This course will be of interest to 
physicians working in industry and general practice. 

A fee of $5.00 is being charged by the Section of 
Industrial Medicine to defray expenses. As the num- 
ber that can be accommodated is limited, it is ad- 
visable to register as soon as possible with Dr. C. 8. 
Ward, 241 Queen’s Avenue, London, Ontario. 


On the afternoon of October 19, McGill plays 
Western at Little Stadium, London. Tickets for this 
game are available to those who wish to attend. 


PROGRAM 
October 18, 1946 


MORNING SESSION 


a.m.—Registration. 

a.m.—Research in Aviation Medicine and Appli- 
cation to Industrial Medicine: Dr. G. E. Hall, 
Dean, Faculty of Medicine, Unfversity of 
Western Ontario, London. 

a.m.—Back Strain in Industry: Dr. Robert J. 
Galloway, Toronto. 

noon—Fallacies and Control of Respiratory In- 
fections with Special Emphasis on Influenza: 


Dr. F. 8. Brien, Professor of Medicine, Uni- 
versity of Western Ontario, London. 


p-m.—Luncheon. 


AFTERNOON SESSION 


p-m.—Psychoneurotics vs. Early Mental Disease: 
Dr. G. E. Hobbs, Professor of Clinical Preven- 
tive Medicine, University of Western Ontario, 
London. 

3.00 p.m.—What’s the Use of Records?: Dr. Wm. J. 


Fulton, General Motors Corporation, Detroit, 
Michigan. 


4.00 p.m.—Early Signs and Treatment of Rheumatic 
Conditions: Dr. G. Douglas Taylor, Toronto. 


EVENING SESSION 


Dinner (place to be arranged). 
Guest Speaker: Dr. L. G. Rowntree, 
delphia, Pa. (subject to be announced). 


Phila- 


October 19, 1946 


MORNING SESSION 


9.00 a.m.—How to Use Plaster: Dr. A. D. McLachlin, 
Professor of Surgery, University of Western 
Ontario, London. 


10.00 a.m.—Health Education in the Bell Telephone 
Company: Dr. W. H. Cruickshank, Medical 
Director, the Bell Telephone Company, Montreal. 


11.00 a.m.—Fractures: Dr. E. C. Steele, Medical Officer, 
Workmen’s Compensation Board, Toronto, and 
Dr. W. C. Kruger, Radiologist, Toronto Western 
Hospital, Toronto. 
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MISCELLANY 
War Losses* 


BRITISH EMPIRE 


The military losses of the United Kingdom during 
the last war amounted to 264,400 (including deaths from 
wounds and fatal accidents), and 53,000 missing. Some 
of those classified as missing may be presumed to have 
been killed. 

If deaths due to natural causes are omitted, the 
losses sustained by crews of British merchant ships 
amounted to 30,200 dead and 5,260 missing. 

Of the civilian population of the United Kingdom 
nearly 60,600 were killed, including 25,400 women and 
7,700 children under 16 years of age. 

The total losses due directly to the war therefore 
amounted, for the United Kingdom alone, to nearly 
400,000 persons. 

The following figures show, in addition, the total 
number of persons killed and missing for other parts 
of the British Commonwealth: Canada 39,300; Aus- 
tralia 29,400; New Zealand 12,200; Union of South 
Africa 8,700; India 36,100; Colonies 21,100. 


ARMY CASUALTIES DURING DIFFERENT WARS 


United States——Whilst the Mexican War (April, 
1846 to February, 1848) was responsible for only 
13,000 deaths—nearly 11,900 of which were due to 
disease—the Civil War (April, 1861 to April, 1865), 
which cost the United States more lives than any 
other war, caused about 620,000 deaths, 360,000 for 
the North and, very approximately, 260,000 for the 
Southern States. As may be seen from the following 
examples, disease accounted for more deaths than did 
the actual fighting in the various wars which took 
place in the 19th century. 


Deaths due to 
fighting disease 
1,560 10,980 
114,760 233,790 
380 4,800 
1,060 4,870 


Mexican War (1846-1848) 

Civil War (1861-1865) (North) .... 
Spanish-American War (1898) 
Philippine Insurrection (1899-1902). 


The situation was very different during the last 
two world wars. In spite of the influenza epidemic 
of 1918, the number of deaths due to disease during 
the years 1917 and 1918 was almost the same as the 
number of battle deaths. During the last war, the 
situation may even be said to have been completely 
reversed. As a result of systematic preventive vac- 
cination and the use of new products such as the 
sulfa drugs and penicillin, and of D.D.T. insecticides, 
deaths due to disease fell to a very low level. The 
large-scale epidemics which were a feature of previous 
wars were, so to speak, banished. 


Deaths due to 
fighting disease 

51,260 51,450 
217,000 13,700 


The progress which has been made is also illustrated 
by the fact that the proportion of deaths from wounds 
has continued to fall: 


First World War (1917-1918) 
Second World War 


Civil War 1917-18 

(North) War 
(@) Killed in the fighting 69,980 37,570 190,500 
(6b) Deaths from wounds 44,780 13,690 26,500 


Thus, the number of wounded who died of their 
wounds amounted to 39% of all the deaths due to the 
fighting during the Civil War; to 27% in 1917-18; 
and fell to only 12% in 1941-45. 


1941-45 
War 


* Taken from the League of Nations Monthly Bulletin 
of Statistics, No. 5. 
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Harvey and the Battle of Edgehill” 


William Harvey is said to have been present at the 
Battle of Edgehill and, according to the legend, the 
King entrusted his two young sons, the Prince of 
Wales and the Duke of York, to the care of that 
eminent physician. The originator of this yarn was 
John Aubrey, gossip writer and a charming man, who 
‘had only one enemy—himself. He was unreliable, as 
gossip-mongers have been throughout the ages. The 
tale originated by Aubrey runs as follows: 


‘When Charles I by reason of the tumults left 
London, he [Harvey] attended him and was at the 
fight of Edgehill with him; and during the fight the 
Prince and Duke of York were committed to his care: 
he told me that he withdrew with them under a hedge 
and took out of his pocket a book and read; but he 
had not read very long before a bullet of a great 
gun grazed on the ground near him, which made him 
remove his station.’’ 


This anecdote, which has not a shred of evidence to 
support it, has been repeated by many of Harvey’s 
biographers, and some of them have even elaborated 
on it. One says that the book he was reading was 
Fabricius;2 another states that Harvey was nearly 
hit by the cannon-ball; while a third has it that the 
doctor and the boys had been for a walk and were 
tired of waiting for the battle to begin, so they sat 
down in a ditch to pass the time. An artist, W. F. 
Yeames, has depicted the incident in an oil painting, 
which was reproduced in Ogle’s Harveian Oration of 
1880. This pictures to us the battle in progress in 
the middle distance. The young princes are crawling 
up the bank to get as good a view of the fight as 
possible. The great ‘man himself is seated on the 
trunk of a fallen tree at the bottom of the ditch, 
entirely engrossed in the book which he is reading, 
and he has a second book on his knee. Artistic licence 
is pardonable in a painter, but is inexcusable in an 
author such as Eliot Warburton, who is claiming to 
write history. In his Memoirs of Prince Rupert (Vol. 
2, p. 17) he writes: 


‘“Whether he [Harvey] was absorbed in the con- 
templation of his favourite subject [the circulation 
of the blood], under favourable circumstances or not, 
is uncertain, but he lay upon the hill side, apparently 
unconscious of the roar of battle from beneath and 
of bullets plunging into the turf all round him, until 
he was fairly carried off the field by someone who 
eared more for him than he did for himself.’’ 


All very dramatic, but there is not a word of truth 
in the whole story. If Aubrey’s story had stood 
alone, it would have had to be accepted for want of 
any other evidence. Fortunately, evidence is avail- 
able which shows that the young princes were very 
differently employed that day. First of all, there is 
the statement of an anonymous writer who, there can 
be little doubt, was present at the battle, that the 
cannonade at the start of the fight did little damage, 
but that a number of cannonballs fell near to where 
the King and his children were located, and this 
was certainly: not in a ditch at some distance from 
the battle. The story is carried forward by no less a 
person than the Duke of York himself. He informs 
us5 that the King did not wish to expose his brother 
and himself to these dangers, and asked first the Duke 
of Richmond and then the Earl of Dorset to take the 
boys away from the battlefield. Both these noblemen 
asked to be excused, as they felt it would be cowardly 
for them to withdraw while the action was in progress. 
The King finally gave a direct order to Sir William 
Howard to remove the children. As they were re- 
tiring they were nearly captured by a party of Parlia- 
mentary horse, which had come round the left flank 
- of the Royalist infantry. Fortunately, a dressing 
station had been opened in a barn in this area and 


*From Nova et Vetera: Brit. M. J., May 25, 1946. 


a number of Royalist wounded were congregated 
around it. The enemy calvalry, mistaking these men 
for a formed body of troops, retired, which gave the 
princes their chance to escape. 

Here are two independent accounts of what hap- 
pened to the King’s sons upon that memorable day; 
beth accounts are in agreement with each other and 
completely contradict Aubrey’s romantic little story. 


Sir JoHN HINTON’S ACCOUNT 


There is still a further witness, Dr. Hinton, later 
Sir John Hinton and physician to Charles II. This 
distinguished doctor had cause to petition His Majesty 
after the Restoration. In the course of this document 
Hinton recalls his services at Edgehill, where he ap- 
pears to have been employed in the intelligence branch 
of the army and not in the medical one, as might have 
been expected. He says:6 


‘‘Your majesty [Charles II] was unhappily left 
behind in a large field, at which time I had the honour 
to attend upon your person, and seeing the sudden 
and quick march of the enemy towards you, I did with 
all earnestness most humbly, but at the last somewhat 
rudely, importune your Highness to avoid the present 
apparent danger of being killed or taken prisoner, for 
their horse was by this time come up within half 
musket-shot in a full body; at which your Highness 
was pleased to tell me you feared them not and 
drawing a pistol out of one of your holsters and 
spanning it, resolved to charge them, but I did pre- 
vail with your Highness to quit the place and ride 
from them in some haste; but one of their troopers 
being excellently mounted, broke his rank and coming 
full career towards your Highness, I received his 
charge and having spent a pistol or two upon each 
other, I dismounted him in the clusing but [he] being 
armed cap-a-pie, I could do no execution on him with 
my sword, at which instant Mr. Mathews, a gentleman 
pensioner, rides in and with a pole-axe immediately 
decides the business and tlfen overtaking your High- 
ness, you got safe to the royal army.’’ 


This extract has been given at length because, if true, 
it completely demolishes the legend of Harvey acting 
as the guardian of the princes at the Battle of Edge- 
hill. There appears to be no reason why Hinton’s 
account should not be accepted. It corresponds with 
the one given by one of the principal actors, the 
Duke of York. Both agree that the incident took 
place on the left wing of the Royalist army, that 
the Prince of Wales ran a grave risk of being cut 
off by the enemy’s horse, and that he was saved 
only by the fact that they did not charge as a formed 
body. 

Further, dare Hinton have invented such a story? 
Surely he would not have taken the risk of being 
exposed as a vulgar liar by his royal master. True, 
the event had taken place years before, when Charles 
was only thirteen and his brother James nine. But 
every incident of his first battle must have been 
firmly imprinted on his mind. Also, the story can 
hardly have been invented to flatter Charles II, since 
it shows him acting rather foolishly and being told 
so by an older and more experienced man. 


D. Stewart, D.Sc., M.R.C.S. 
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CANADIAN MEDICAL WAR SERVICES 


MEDICAL OFFICERS RE-APPOINTED TO THE R.C.A.M.C.— ACTIVE FORCE 
JULY 1946 


(Previous sections in January, March, April, May, June, July, September, October, November, and 
December, 1945 and January, March, May, June, July, August and September, 1946) 


SECTION LXXIxX 


Name 


Address 


Date of re-appointment 


McCannel, J. S., Royal Jubilee Hospital, 


Victoria 


MEDICAL OFFICERS APPOINTED TO THE R.C.A.M.C.— ACTIVE FORCE 


Name 


23-6-46 


JULY 1946 
SECTION LXXxX 


Address 
Roy, D. C., 1535 West 12th Ave., Vancouver 


Date of appointment 
16-3-46 


MEDICAL OFFICERS STRUCK OFF STRENGTH OF THE R.C.A.M.C.—ACTIVE FORCE 
JULY 1946 
SECTION LXxXxI 


Name Address 


Aitken, R. R., 847 Dundas St., London, Ont. 

Anderson, J. R., Campbellford, Ont. 

Ansley, H. A., 236 Inglewood Drive, Toronto 

Anthony, L., 1686 Mt. Pleasant Rd., Toronto 

Armitage, T. F. H., Vancduver 

Arnup, W. B., 31 Rosemount Ave., Toronto 

Asselstine, H. §., 2105 Victoria Ave., Windsor, 
Ont. 

Asselstine, J. L., 27 York St., St. Catharines, 
Ont. 

Aube, R., Hebertville Station, Lace St. John, 
P.Q. 

Barclay, M. J., Trochu, Alberta 

Bean, I. W., c/o Fidelity Life Insurance Co., 
Regina 

Bell, R. H., R.R. 1, Stayner, Ont. 

Belleau, L. P., Lachute, P.Q. 

Berjansky, C. A., Rimbey, Alberta 

Bernstein, P., Cochrane, Ont. 

Bigman, C., 11 Buade St., Quebec City 

Black, H. H. deB., 401, 1800 McGregor St., 
Montreal 

Blais, J. A., 3397 Maplewood Ave., Apt. 3, 
Montreal 

Bourque, H., 212 Bronson Ave., Ottawa 

Calvert, L. J., 1 Rowanwood Ave., Apt. 1, 
Toronto 

Cameron, H. M., 125 Park Road, Ottawa 

Cameron, W. K., 70 Charles St. East, Toronto 

Campbell, M. J. C., 1230 Rue Dessaulles, St. 
Hyacinthe, P.Q. 

Caplan, H., 4145 De Bullion St., Montreal 

Conover, K. I., 1225 Bishop St., Montreal 

Coulson, E. C., 12 Hampton Court Apts., 
Avenue Road, Toronto 

Cromwell, L. W., Queenswood Drive, Victoria 

Culnan, G. F., 209 Indian Road Crescent, 
Toronto 

Davies, L. 8., 197 Lonsmount Drive, Toronto 

Day, F. G., Edmonton 

Delaney, R. J., 31 Dunlop St., Barrie, Ont. 

Desrosiers, J. A. B., Lanoraie, P.Q. 

D’Etcheverry, A., 2 Rue Academie, 
Sherbrooke, P.Q. 


Date struck off strength 


13-6-46 
15-6-46 
23-5-46 
27-6-46 

5-6-46 
15-6-46 


15-6-46 
18-6-46 


3-5-46 
3-6-46 


3-6-46 
15-6-46 
11-6-46 

1-6-46 
13-6-46 
11-6-46 


21-6-46 


11-6-46 
14-6-46 


5-6-46 
24-5-46 
15-6-46 


13-6-46 
4-7-46 
16-1-46 
4-7-46 
26-6-46 


4-6-46 


Name Address 

Drulak, S., 532 Victor St., Winnipeg 

Farrell, W. A., 344 Pacific Ave., Toronto 

Fearon, B. W., Mulgrave, N.S. 

Floren, 8. A., 104 Spadina Ave., Hamilton, 
Ont. 

Fortin, J. N., 3951 Wellington St., Verdun, 
PQ. 

simmer R. B., Ariss, Ont. 

Gauthier, R., St. Gregoire Nicolet Co., P.Q. 

Gibson, J. D., 336 Barrie St., Kingston, Ont. 

xyold, H., 1120 Cameron St., Regina 

Grenier, J., Labelle, P.Q. 

Guthrie, D. G., 812 St. Roch St., Montreal 

Hall, R. L., Wadina, Sask. 

Hall, W. F. M., 11022-87th Ave., Edmonton 

Hardin, I. F., 9362-103rd Ave., Edmonton 

Hardman, J. G., Revelstoke, B.C. 

Harshman, J. P., 369 Sunnyside Ave., Toronto 

Hodgkiss, W. R., 104 Lee Ave., Toronto 

Hurteau, J. L. A., Windsor Hotel, Montreal 

Hutchins, D. T. A., R.R. 1, Schomberg, Ont. 

Ingham, G. H., 113 William St., Stratford, 
Ont. 

Jamieson, R. E., 25 Shuter St., Port Hope, 
Ont. 

Jewell, J. B., 1445 Bishop St., Montreal 

Johannesson, T., 848 Banning St., Winnipeg 

Johnston, R. A. Y., 611 Talbot St., London, 
Ont. 


Jones, W. F., 52 Kennedy Park Rd., Toronto - 


Karn, G. M., 4251 Hampton Ave., Montreal 

Ker, W. F., 2260 Barker St., Niagara Falls, 
Ont. 

Ketchum, J., 232-8th St., Saskatoon 

Kirkpatrick, T. C., New Hamburg, Ont. 

Labreque, M. J. P., Notre Dame Hospital, 1560 
Sherbrooke St. East, Montreal 

Lamberti, A. J. D., 219 Maria St., Toronto 

Lane, G. A., 171 Albert St. East, Sault Ste. 
Marie, Ont. 

Ledue, L. J., 4796 Adam St., Montreal 

Lovering, J. H. D., Trafalgar, Ont. 

McCallum, T. A., Address not known. 


McCurdy, D. G., 814 George St., Sydney, N.S. 


Date struck off strength 


21-6-46 
25-6-46 
28-6-46 


20-6-46 


3-6-46 
19-6-46 
1-5-46 
29-5-46 
18-6-46 
11-6-46 


14-6-46 
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Name Address Date struck off strength 
MacFarland, M. T., 21 Chaplin Crescent, 

Toronto 22-6-46 
McKelvey, A. D., 114 Rosedale Heights Drive, 

Toronto 19-6-46 
McKenna, F. E., 75-8th Street, New Toronto 15-6-46 
MacKenzie, A. E., 148 Westminster, Toronto 11-6-46 
MeMartin, J. W., 4727 Western Ave., 

Montreal 21-6-46 
MeNeill, J. I., 185 Tyndall Ave., Toronto 14-6-46 
MacPherson, A. D., Provincial Mental 

Hospital, Ponoka, Alberta 22-6-46 
McQuay, J. B., 183 Clergy St., Kingston, Ont. 24-6-46 
Mazer, I. H., 144 Machray Ave., Winnipeg 11-6-46 
Meissner, G. F., 2 Ingleside St., London, Ont. 18-6-46 
Mendelson, J., 95 Oxford St., Toronto 19-6-46 


Metivier, H. P., St. Norbert Co., Arthabaska, 
P.Q 13-6-46 


Miller, A., 128 Tamarack St., Timmins, Ont. 22-6-46 
Milne, K. W., Sanitorium P.O., Gravenhurst, 

Ont. 26-6-46 
Milrod, S., 160 Chiltern Hill Road, Toronto 21-6-46 
Moore, J. H., Kincaid, Sask. 7-6-46 
Morin, L. A. J., Gravelbourg, Sask. 15-5-46 
Moscovitch, B. B., 4238 Pine Crescent, 

Vancouver 1-6-46 
Murphy, D. R., 5050 Roslyn Ave., Apt. 31, 

Montreal 20-6-46 
Murphy, D. K., 664 University Drive, 

Saskatoon 3-6-46 
Murray, J. F., 402 Rushton Road, Toronto 13-6-46 


Mussels, F. L., 12 Thurlow Road, Hampstead, 
P.Q. 4-6-46 
Nichol, D. A., 613 Dufferin St., Saskatoon 


26-6-46 

Oestreicher, D. L., Dashwood, Ont. 14-6-46 

Park, A. M., 2 Glengrove Ave. W., Toronto 19-6-46 
Patterson, T. H., 211 Dufferin Ave., Belleville, 

Ont. 19-6-46 

Paul, G. M., Box 392, Napanee, Ont. 7-6-46 

Peat, R. S., 353 Frontenac St., Kingston, Ont. 24-6-46 


SPECIAL CORRESPONDENCE 
The London Letter 


(From our own correspondent) 


REFORM OF THE GENERAL MEDICAL COUNCIL 


A recent case in which a doctor, struck off the 
Register by the General Medical Council because of 
alleged infamous conduct, was subsequently reinstated 
as a result of his complete vindication in a civil action 
following his erasure, has brought to a head the 
problem of reform of the Council. Created in 1858, 
there has been little change in the constitution of 
the Council since its rules were revised in 1886, and 
there is a general consensus that a complete review 
of the functions and the rules of the Council is now 
required. Its threefold function under present condi- 
tions, to control the Medical Register, to control 
standards of medical education, and to exercise dis- 
ciplinary action on the profession, imposes a strain 
upon its unwieldy constitution that militates against 
its efficiency. 

It is in the exercise of its disciplinary powers 
that reform is most urgently required. At the moment 
the Council labours under the great handicap of hav- 
ing no powers to administer an oath to a witness; 
in addition it may decline to receive evidence from a 
witness who declines to be cross-examined, or who is 
not present. Another curious anomaly is that a medi- 
cal practitioner has no right of appeal from the 
Council to a Court of Law. Yet another anomaly that 
will arise once the National Health Bill becomes law 
is that there will then be two tribunals dealing with 





Name Address Date struck off strength 
Piper, S. A., Ceylon, Ont. 15-6-46 
Porcheron, R., 12 Allen Ave., Kirkland Lake, 

Ont. 17-6-46 
Porter, J. M., 55 Collegeview Ave., Toronto 8-6-46 
Postnikoff, J. I., Blaine Lake, Sask. 17-6-46 
Probert, L. A., 1211-4th Ave., Moose Jaw, 

Sask. 7-6-46 
Ramsay, D. W., 327 Forbes St., New Glasgow, 

N.S. 6-6-46 
Robertson, H. F., 83 Rosedale Heights Drive, 

Toronto 20-6-46 
Rochette, M., La Malbaie, P.Q. 24-5-46 


Rogers, K. E., Westminster Hospital, London, 


Ont. 15-6-46 
Rook, F. W., 222 Glenmanor Drive, Toronto 19-6-46 
Ross, M., 414 Lytton Blvd., Toronto 21-6-46 
St. John, J. R., Uxbridge, Ont. 15-6-46 
Shapiro, M. J., 14 Boulton Drive, Toronto 15-6-46 
Shragovitch, I., 6151 Durocher Ave., 

Outremont, P.Q. 25-6-46 
Sloan, N., 1239 Wellington Crescent, Winnipeg 20-6-46 
Smith, G. W., 41 Stibbard Ave., Toronto 15-6-46 
Smith, R. R. W., 516 Albert Ave., Saskatoon 7-6-46 
Snider, G. L., 261 Concord Ave., Toronto 15-6-46 
Stein, M. M., 226 Niagara St., Toronto 14-6-46 
Stephens, J. W., Hanna, Alberta 3-6-46 
Strauchler, J., Langenberg, Sask. 3-6-46 
Stuart, F. G., 808 Bannatyne Ave., Winnipeg  5-6-46 
Susman, B. R., Kingston, Ont. 24-6-46 
Thomas, G. W., 3445 Peel St., Montreal 20-6-46 
Victor, M. B., 7 Ontario St. South, St. 

Catharines, Ont. 13-6-46 
Walker, N. L., Ontario Hospital, Orillia, Ont. 22-6-46 
Wallis, H. M., 70 Fallingbrook Road, Toronto 19-6-46 
Warren, R. F., Falkland, Via Kamloops, B.C. 18-6-46 
Weaver, M. A., 55 Brant St., Burlington, Ont. 13-6-46 
Whiting, M. L., 252 Castlefield Ave., Toronto 18-6-46 
Wilson, K. E. G., 185 Metcalfe St., Ottawa 11-6-46 
Wolochow, M., 10238-114th Street, Edmonton 4-6-46 
Zeldin, A., 490 Euclid Ave., Toronto 12-6-46 


doctors, the Council and the tribunals to be set up 
under the terms of the Bill. 

The problem is not an easy one, but it should not 
prove insoluble. The Medical Defence Societies have 
already published a memorandum indicating the lines 
along which reform could be initiated. 


THE NUFFIELD FOUNDATION 


The first report of the Nuffield Foundation covering 
the three years ending March, 1946, is a magnificent 
tribute, not only to the generosity of the founder, but 
also to the skill with which the trustees have carried 
out their allotted task. It was in 1943 that Lord 
Nuffield established the Foundation as a charitable 
trust and endowed it with ordinary stock units in 
Morris Motors Ltd., to the value of £10,000,000. 

The three main objects of the Foundation are: 
‘“the advancement of health and the prevention and 
relief of sickness’’, ‘‘the advancement of social well- 
being’’ and ‘‘the care and comfort of the aged poor’’. 
In the medical field attention has been directed mainly 
to child health, industrial health and dental health, 
and working through the universities the Foundation, 
by means of liberal grants, has been responsible for 
a rapid advance in the plans for dealing with these 
major problems of modern medicine. In the field of 
social science and the care of the aged poor much 
preparatory work has had to be carried out in ex- 
ploring the necessary lines of action in these com- 
paratively unexplored fields of research, but much good 
progress has been made. There can be little doubt 
that before long the community will begin to reap 
the benefits of this carefully controlled preliminary 
investigation. 
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FAMILY ALLOWANCES 


August 6 will long remain a historic day in the © 


annals of social progress in this country, as it was on 
this day that the first payment of family allowances 
was made under the Family Allowances Act. Under 
the terms of this Act every child in the country, 
except the first-born in each family, is entitled to a 
weekly allowance of five shillings. This is a step in 
the right direction, but it is no more than a step. As 
a means of relieving childhood poverty it is long 
overdue, but it brings into sharp focus the problem 
facing the professional worker today. For the pro- 
fessional worker with a family of several children, 
a grant of 5s. per week (less 2s. 6d. income tax) for 
each child except the eldest, does not go far towards 
meeting the heavy educational expenses that he has 
to face if he wishes to give his children a first-class 
education. As The Times puts it in an editorial, ‘‘one 
reform which needs to be considered is the use of the 
income-tax and family allowance system not merely 
as a means of levelling up or levelling down all 
families nearer to a happy mean, but also, at each 
income level, as a means of securing that the family 
with several children is not substantially worse off, 
when account is taken of its size, than the family with 
fewer children’’. 


SocIAL RELATIONS IN INDUSTRY 


A sign of the times is the setting up of the 
Tavistock Institute of Human Relations, which has 
just been announced. Housed in the same building 
as the well-known Tavistock Clinic in London, the 
Institute has set out to do the fundamental research 
needed for a better understanding of social problems 
in industry. Among its first studies are to be the 
problem of the conditions that lead to good morale 
in the working group, and the qualities required for 
leadership in industry. While research is the primary 
aim of the Institute, it is hoped that in time the 
members of the Institute will be able to advise in- 
dustry on the best methods of removing friction and 
ineffectiveness. A possible danger in this practical 
application of its studies is that the Institute may 
come to be looked upon as an agent of the employers 
interested only in securing increased production, but 
this danger has been foreseen and should be avoided 
without too much difficulty. In the initial stages the 
Institute has been financed by grants from the Rocke- 
feller Foundation and from other donors in this 
country. 


THE SPASTIC CHILD 


Yet another step has been taken in bringing relief 
to the crippled child by the launching of a scheme 
for the establishment of a school for children with 
cerebral palsy, to be known as the St. Margaret’s 
School for Cerebral Palsy. It is estimated that there 
are 5,000 children in this country suffering from this 
form of paralysis, and hitherto there has been prac- 
tically no special training available for them. The 
new school is to open in October with some 40 children, 
and in the first instance it is proposed to concentrate 
on cases which show a good prospect for improvement. 
In addition to actual treatment, attention is to be 
devoted to research and to the training of workers 
who will be available in similar schools in provincial 
centres. The two physiotherapists of the school have 
trained at Dr. Phelp’s clinic for cerebral palsy in 
Baltimore, and the education psychologist has studied 
the work in American clinics. 


WituiaM A. BR. THOMSON 
London, September, 1946. 


CORRESPONDENCE 


The Greek War Relief Fund 


The following letter has been received by the 
General Secretary: 


Further to our appeal for surgical instruments and 
hospital supplies, and your letter of January 29 ad- 
vising that a notice would be published in the Bulletin, 
we wish to advise you that we have received donations 
of surgical instruments from the following: Dr. 
Alexander King, New Westminster, B.C.; Dr. Ross 
Mitchell, Winnipeg, Man.; Kootenay Lake General 
Hospital, Nelson, B.C.; Mrs. C. A. Planche, West Van- 
couver, B.C.; British Columbia Medical Association, 
Vancouver, B.C. : 

Letters of appreciation have been forwarded in 
each case. The supplies donated to us by the Royal 
Victoria Hospital are now in Greece. 

Although we are not familiar with the use of most 
surgical instruments, we realize that we have received 
donations which will be of much assistance in Greece 
and we wish to thank you for your intercedence in our 
behalf. 

B. C. SALAMIS, 
National Secretary 
Montreal, 
July 26, 1946. 


ABSTRACTS FROM CURRENT 
LITERATURE 


Medicine 


Thiouracil Effect in Diabetes Mellitus Complicated by 
Hyperthyroidism. Raveno, W. S.: Am. J. Med. Sc., 
211: 174, 1946. 


Control of diabetes complicated by hyperthyroidism 
is a difficult problem. Six patients presenting this con- 
dition were treated with thiouracil, 3 showed improved 
control of diabetes following remission in the hyper- 
thyroidism induced by thiouracil. A fourth showed 
improvement but the remission in the thyrotoxicosis had 
been previously induced by iodine and not by thiouracil. 
The remaining 2 patients failed to respond to the 
treatment. 

The 4 patients who improved all had secondary hyper- 
thyroidism, (toxic adenoma) which became manifest 
after the diabetes appeared. The two failures had 
primary hyperthyroidism (toxic diffuse goitre) which 
antedated their diabetes. 

Of 13 patients reported in the literature, 4 responded 
favourably while 9 failed to show improved control of 
the diabetes. With the 6 patients reported here the 
total is 19, of which 8 were improved (one of these with 
iodine), and 11 not improved. 

Apparently thiouracil is comparable in effectiveness 
to thyroidectomy where the hyperthyroidism is second- 
ary. In primary hyperthyroidism, or exophthalmic 
goitre, while it does control the toxicity, it exerts little 
favourable influence on the control of the associated 
diabetes. LILLIAN A, CHASE 


Pneumonia in the Aged. Zeman, F. D. and Wallach, 
K.: Arch. Int. Med., 77; 678, 1946. 


Reference is made to the fact that pneumonia is no 
longer the menace to the aged described by Osler in his 


phrase ‘‘the old man’s friend’’. This is due partly 
to the new drugs and other measures such as inhalation 
of oxygen. One of the problems in this age group is 
the difficulty of accurate diagnosis because of atypical 
features and associated diseases. 

The authors have made use of information obtained 
from the study of 166 cases of pneumonia in patients 
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over 60 years. Drugs of the sulfonamide group and 
penicillin were both used in the treatment. As usual, 
the mortality rate was lower in women. The bacteri- 
ology was similar to that found in other age groups 
with this disease, specific organisms, filterable viruses 
accounting for their usual share, leaving a large per- 
centage to ‘‘pneumonia of undetermined origin’’. 

The effect of associated conditions such as cardio- 
vascular disease, poor nutrition, is discussed and the 
extra hazard caused by the presence of diabetes, and 
the conclusion reached that these cases can be success- 
fully treated in spite of the presence of such other 
diseases, and that many apparently hopeless cases can 
be made well again. 

Among the factors that make diagnosis difficult are 
the tendency of the aged to be often very late in seek- 
ing medical aid; the symptoms being referred to the 
abdomen, or resembling those of a cerebral accident— 
even a hemiplegia, due either to a toxemia or temporary 
disturbance of the cerebral circulation. Reference is 
made to the latency of the disease, where a definite 
consolidation of a lobe can be present with no symptoms 
and what appears to be sudden death occurs in one who 
was not known to be ill. 

Disease of the respiratory tract accounts for over 
20% of all sudden deaths. Again, pneumonia in the 
aged may run an afebrile course, and may be of the 
relapsing and recurring form which may go on for 
months, new sections of the lung being involved as the 
parts affected are healing. In view of all these un- 
usual aspects, the x-ray is the most valuable aid to 
diagnosis but all the laboratory assistance that is avail- 
able must be used and the many kinds of pneumonia 
kept in mind. A casual conclusion based on fever and 
a few rales at a base is a feeble attempt. 

The authors feel that it is quite safe to allow an 
aged patient to remain quietly in bed with enough move- 
ment of the legs to prevent thrombosis, as long as 
breathing or movement is not restricted by a cast or 
strapping. Great emphasis is placed on the details of 
treatment, control of fluids, use of oxygen, etc. 

P. M. MACDONNELL 


Spontaneous Mediastinal Emphysema. Fagin, I. D. 
and Schwab, E. H.: Ann. Int. Med., 24: 1052, 1946. 


The data of 36 reported cases and 3 contributed by 
the authors are analyzed. This condition commonly 
arises in otherwise healthy young men under normal 
conditions, such as during or after moderate exercise. 
Sudden sharp pain is characteristic, often beginning in 
the lateral chest and shifting to the precordium. It 
commonly radiates to the left shoulder and down the 
left arm, simulating angina. Anxiety and profuse 
perspiration are common accompaniments at the outset. 
Dyspnea may occur, particularly with an associated 
pneumothorax, but is usually mild and without cyanosis 
or orthopnea, Mediastinal crepitation (Hamman’s 
sign) is striking, and may go with decreased cardiac 
dullness. Twenty-one of the 36 cases from the literature 
showed left-sided pneumothorax, whose occurrence re- 
lieves the air-tension in the mediastinum and inhibits 
further air-leakage from the alveoli of the collapsed 
lung. Subcutaneous emphysema follows extension from 
the mediastium and similarly reduces tension there. Any 
disease entity having pain in the chest may be confused 
with it, such as myocardial infarction or insufficiency, 
acute pericarditis, dissecting aortic aneurysm, pleurisy, 
pulmonary embolism and intercostal neuritis. Diagnostic 
pointers are: (1) the usual absence of shock, fever, 
tachycardia, hypotension, leucocytosis, acceleration of 
the sedimentation rate or significant electrocardiographic 
changes other than low voltage or slight changes in 
the electrical axis; (2) the presence of mediastinal 
crepitation, diminished cardiac dullness, subcutaneous 
emphysema, pneumothorax and roentgenographic evi- 
dence of mediastinal, air; and (3) its preference for 
young adults. The prognosis is usually favourable, with 
recovery in a few days or weeks. It may recur. Re- 
assurance is the most beneficial treatment. Analgesics 


at the outset may be necessary. In emergencies air 
may be withdrawn from the mediastinum. The presenta- 
tion adds to our knowledge of a condition which has 
been intensively studied in recent years. 

C. C. MACKLIN 


Carcinoma of the Rectum in Sisters. 
Brit. M. J., 1: 683, 1946. 


One sister aged 25, the other 32, had carcinoma of 
the rectum with metastases. One had polyposis, the 
other multiple telangiectasia of the rectal mucosa. The 
father had been killed in World War I; the mother and 
3 half-sibs had no rectal symptoms. Inheritance of 
polyposis usually follows the dominant mode of trans- 
mission; the inheritance was presumably through the 
father. MapcE THURLOW MACKLIN 


Rewell, R. E.: 


Cryptorchidism in Three Brothers. 
L.: Brit. M. J., 1: 526, 1946. 


Three brothers, aged 10, 7, and 5, the only children 
in the family, had undescended testes. There was no 
sign of them in the inguinal canal; and antuitrin S 
given to the oldest boy was of no avail in causing any 
descent. The treatment was not started until he was 
10 at which time the condition was discovered by the 
author practically simultaneously in the three brothers. 

MapDGE THURLOW MACKLIN 


Brimblecombe, 8. 


The Clinical Signs of Meningeal Irritation. 
nell, J. E. A.: Brain, 69: 9, 1946. 


The signs of meningeal irritation are described and 
discussed. Various explanations that have been offered 
in the past for them are reviewed. They include 
cervical rigidity, head retraction, Kernig’s sign (limita- 
tion and painful flexion of the hip and extension of 
the knee), Brudzinski’s sign (flexion of the lower limbs 
when the neck is flexed), Brudzinski’s leg sign (flexion 
of one leg at the hip and extension at-the knee causing 
a simultaneous flexion of the opposite hip and knee), 
and -finally opisthotonus. 

Studies were made on the effect of flexion of the head 
and neck and legs on the relationship of the spinal cord 
to the vertebre. This was done on cadavers in which 
widespread laminectomies had been performed. He 
found that when the head was fully flexed on the trunk 
a cephalad movement of the dura and spinal cord oc- 
curred. The tension of the intradural nerve roots in- 
creased. With extension of the head a caudad 
movement of the dura and spinal cord took place and 
the tension on the intradural nerve roots diminished. 

Flexion of a leg at the hip and extension at the knee 
(Kernig’s sign) caused tension on the extradural nerve 
roots entering the sciatic nerve, associated with a caudad 
movement of the dura and conus. The posture giving 
maximum relaxation of intraspinal nerves is one of 
intermediate degrees of flexion of both hips and knees. 
The author feels that it is a justifiable assumption that 
spinal nerve roots as they traverse the inflamed meninges 
will be hypersensitive to mechanical stimulation by 
compressing or stretching. He believes that the majority 
of signs of meningitis are due to reflex muscular 
hypotonia designed to protect the spinal nerve roots 
from painful tension stimuli. The signs can be grouped 
under three headings: (1) those which provide maximum 
relaxation; (2) muscle spasm resisting movements that 
produce painful tension in the nerve roots; and (3) 
reflex movements designed to relax inflamed nerve roots 
when they have been rendered tense by some test 
manceuvre. When one considers the arguments put for- 
ward by the author one feels that he has a logical 
basis for the signs of meningeal irritation. 

PRESTON ROBB 


Viets, H. R.: J. Am. M. Ass., 


O’Con- 


Myasthenia Gravis. 
127: 1089, 1945. 


In the past eight years there has been considerable 
advance in our knowledge of myasthenia gravis. With 
the discovery of the therapeutic effect of prostigmine 


410 


ABSTRACTS : 


Canad. M.A. J. 


SURGERY Oct. 1946, vol. 55 


——oeeeeeeeeeSooooaaeaEaaEeEoaEEEEEeEeEeEeEeEeEeEeEeEeEeEeEeEe——eeeEEEEE———l_Q™Q™EE™LE=ELE™OOO_™O™LQEO™OOEOEONNNLL — 


(neostigmine) by Walker, and the beneficial effect of 
removal of the thymus in some cases as shown by Bla- 
lock, great interest in the study of this disease has 
developed. In spite of the important contributions 
that have been made, a complete conception of the cause 
of myasthenia still eludes us, and many of the clinical 
features of the disease are not understood. In this paper 
the author reports on the experience gained in treating 
125 eases at the Massachusetts General Hospital, and 
reviews the literature. 

In making the diagnosis the prostigmine test is most 
useful. Neostigmine methylsulphate, 1.5 mgm., with 
atropine sulphate, 0.6 mgm., is given subcutaneously. 
In a ease of true myasthenia there is a rapid removal 
of the weakness of the voluntary muscles, with return 
of the ability to move the eyes and the facial muscles 
and normal resumption of the functions of chewing, 
talking and swallowing. The use of the fluoroscope to 
study the swallowing reflex before and after neostig- 
mine is one of the most important of the mancuvres 
used in the diagnosis. 

It is known that the condition is due to a disturbance 
at the myoneural junction, and that the neostigmine 
inhibits the action of cholinesterase, thus allowing 
acetylcholine to remain at the myoneural junction. 
Treatment is aimed at giving enough neostigmine to 
maintain the patient throughout the twenty-four hour 
period. With each patient the dosage varies a great 
deal. Their average was 10.9 tablets of 15 mgm. of 
prostigmine bromide orally over 24 hours. The highest 
was 25 a day. In cases of emergency the patient is 
provided with an ampoule of neostigmine methylsulphate 
for intramuscular or subcutaneous injection, along with 
a letter of instruction. Ephedrine sulphate can also 
be used. Its effectiveness is about 10 to 15% of that 
of neostigmine. Usually 24 mgm. is added two to three 
times a day. 

Following the work of Blalock 15 patients were sub- 
jected to thymectomy. There were four operative 
deaths, or 26%. Thymomas were found in four pa- 
tients, hyperplasia of the thymus in three, and in eight 
patients the thymus appeared normal althuugh persistent. 
As to results, two were considered to be in complete 
remission, two were considered to be distinctly improved, 
three moderately improved, one slightly improved, and 
three had been operated on too recently to evaluate. 
The author points out the difference in evaluating the 
results of thymectomy, as many patients often have 
spontaneous remissions. In view of this and the high 
mortality, he did not feel that thymectomy should be 
recommended in every case. J. P. Ross 


The Dick Test in Military Personnel. Rantz, L. A., 
Boisvert, P. J. and Spink, W. W.: New Eng. J. Med., 
235: 39, 1946. 


While a positive Dick test is useful in indicating 
individual susceptibility to scarlet fever, (susceptibility 
to the scarlatinogenic strain of hemolytic streptococci), 
a negative reaction does not indicate immunity to hemo- 
lytic streptococcal infection. 

Of 1,280 white men admitted to a large military 
hospital with acute respiratory illness 27.8% had a 


positive Dick reaction. Positive tests were less frequent 
over the age of twenty, in those who had had more than 
twelve months military experience and among men whose 
premilitary residence had been in areas known to have 
a low incidence of hemolytic streptococcal disease. 
Exposure to the hemolytic streptococcus is considered 
essential for the establishment of a positive Dick re- 
action, which is probably the result of an acquired 
hypersensitivity to the products of the streptococcus 
rather than an indication of a natural susceptibility to 
a true toxin. NORMAN §8. SKINNER 


Generalized Dermatitis from Pediculosis Capitis. 
Ronchese, F.: New Eng. J. Med., 234: 665, 1946. 
Generalized dermatitis may result from pediculosis 

capitis, presumably upon a neurogenic basis. The pa- 

tient is usually of school age, or slightly older. While 


this type of dermatitis is not common the cause is 
frequently not recognized and the condition will persist 
until delousing of the scalp is complete. 

NorMAN S, SKINNER 


Surgery 


The Technique of the Syme Amputation. Alldredge, 
R. H. and Thompson, T. C.: J. Bone & Joint Surg., 
28: 415, 1946. 


The advantages of the Syme amputation in a series 
of 75 eases are described in detail. The follow-up 
extends over three years. The operation itself is de- 
scribed in detail. The pre-operative selection of cases 
is considered important. Cases which have had ligation 
of major vessels or those showing marked vasomotor 
spasm have lumbar sympathectomy or novocaine block 
done prior to the operation. 

In the postoperative treatment the drains are left 
in until the discharge ceases, as long as seven days in 
some cases. As soon as the wound has healed, a walking 
pylon is applied. This is generally between the third 
and fourth week. Weight-bearing without support 
begins at the fifth week. None of these patients have 
had phantom limbs or causalgia. In seven of the cases 
minor complications, such as sloughing of a part of a 
heel flap, has occurred, but in no case has re-amputation 
at a higher level been necessary. G. H. Fisk 


Conservation of Short Amputation Stumps by Tendon 
Section. Blair, H. C. and Morris, H. D.: J. Bone 
§ Joint Surg., 28: 427, 1946. 


The authors have demonstrated on 32 short stumps 
the value and effectiveness of section of the biceps 
tendon in short elbow stumps and section of the gracilis, 
semimembranosus, and semitendinosus tendons and biceps 
femur tendons in short leg stumps. In these short leg 
stumps the fibula is excised at the same time. In no 
case was it necessary to section the sartorius. In every 
case satisfactory prostheses have been fitted. G. H. Fisk 


Total Pancreatectomy for Carcinoma of the Pancreas 
in a Diabetic Person. Dixon, C. F. et al.: Arch. 
Surg., 52: 619, 1946. 

The authors present a case history in which total 
pancreatectomy was performed for carcinoma of the 
pancreas developing in a diabetic person. This patient 
was alive and well twelve months after operation. The 
authors remark that only one similar instance is known 
to them and this patient was living and well eighteen 
months after operation. 

Dixon’s patient was a man, fifty years of age, with 
a large tumour of the head and body of the pancreas 
which proved to be an ulcerative mucous adenocarcinoma 
grade 2. At operation to aid exposure and to lessen 
bleeding, the spleen was removed. The pancreas, duo- 
denum and distal third of the stomach were also removed. 
The duodenal stump was inverted and an anterior 
gastrojejunostomy (end to side) was performed. The 
postoperative course was uneventful. The authors 
present data on the formation of ketone bodies during 
insulin privation, on the loss of foodstuffs in the stool 
and on hepatic function, as a contribution to our knowl- 
edge of depancreatized man. They conclude that a 
a depancreatized adult requires about 20 to 70 units 
of insulin daily during the first week or so after opera- 
tion and about 25 to 40 units daily for the mainten- 
ance thereafter. 

The changes in the blood and urine during the periods 
of insulin privation of 89 hours each in the case of 
this diabetic man, who underwent total pancreatectomy 
because of an adenocarcinoma grade 2, were as follows: 
when 440 gm, of carbohydrates were given the 
ketonemia was slight and when 125 gm. were given 
the ketonemia was pronounced. The total removal of 
the pancreas was followed by considerable reduction in 
the digestion and absorption of fat. Concentrated 
pancreatin in enteric-coated tablets (15 gm. daily) was 








Canad. M.A. J 


Oct. 1946, vol. 55 ABSTRACTS : 


NEUROLOGY AND PSYCHIATRY 


41] 





oOo CO —— aay 


found to reduce the loss of fat and protein by ap- 
proximately 50%. The patient’s diabetes during the 
period of eight months following the operation remained 
about the same severity, the protamine zine insulin 
requirements being approximately 40 units a day. 
Hepatic function remained unimpaired. His health 
remained good. G. E. LEARMONTH 


Foreign Bodies in and in Relation to the Thoracic 
Blood Vessels and Heart. Harken, D. E. and 
Williams, A. C.: Am. J. Surg., 72: 80, 1946. 


Three cases in which migratory foreign bodies were 
successfully removed from intrathoracic blood vessels are 
reported. In one patient, palpation of a machine-gun 
bullet in the left pulmonary artery at thoracotomy 
resulted in its being dislodged and moving into the 
pulmonary trunk, then into the right pulmonary artery 
from which it was ingeniously removed at a second 
operation. In another case, a shell fragment which had 
entered the pulmonary vein or left heart was removed 
from its resting place in the innominate artery where 
it had caused circulatory disturbances in the right arm. 
In the third patient, a bullet had entered the inferior 
vena cava and was removed from the left pulmonary 
artery. 

The 41 cases found in the medical literature up to 
1942 are discussed. Most of these had ended fatally, 
and this prompts the authors to recommend that a care- 
ful search be continued till the foreign body is located 
in all penetrating wounds. If such a patient develops 
unexplained symptoms, fluoroscope and x-ray should be 
used to ascertain whether a migratory missile is 
responsible. 

Removal of intravascular foreign bodies is advocated: 
(1) to avoid hazards of vascular occlusion; (2) to 
diminish the dangers of sepsis; (3) to prevent erosion 
and hemorrhage; (4) to remove possibility of embolism. 

BURNS PLEWES 


Primary Suture of Nerves. Zachary, R. B. and 
Holmes, W.: Surg., Gyn. & Obst., 82: 632, 1946. 


Primary nerve suture is defined as the repair of the 
nerve through the unhealed wound at the time of the 
operative treatment of the wound itself. The results 
of primary and secondary sutures done at the peripheral 
nerve injury Centre at Oxford are reviewed in detail 
both clinically and histologically. 

The clinical recovery of sensory and motor power 
was better in the case of early secondary nerve suture 
as compared with those with primary suture in the ulnar 
nerve both above and below the elbow, median nerve, 
and was striking in the 13 cases of radial nerve repair. 
Sciatic and popliteal nerve recoveries were poor when- 
ever the suture was done. Recovery after nerve suture 
was excellent in the case of young children. No evi- 
dence was found that galvanism postoperatively 
influenced the quality of recovery. 

Histological study of specimens of nerves sutured at 
primary nerve suture did not approach nearer to perfec- 
tion than the best results of early secondary suture. 
The difference in favour of secondary suture is not 
wholly explained by infection after primary suture. 
The chief factor is the difficulty in recognizing how 
much of the nerve has been damaged on each side of 
the division so that resection is often inadequate at 
the primary operation. Tension is often too great be- 
cause extension mobilization of the nerve is not done 
in a fresh wound. After 3 or 4 weeks the extent of 
nerve injured can be seen and felt and the sheath 
is thicker and easier to suture accurately. Primary 
approximation of the divided nerve ends is always 
advisable. BURNS PLEWES 


L’anus temporaire angulo-colique droit dans la chir- 
urgie colo-rectale. 


Méd., 24: 335, 1946. 

L’anus angulo-colique droit n’est indiqué que comme 
premier temps de la chirurgie d’exérése du célon gauche, 
du rectum, de l’angle colique gauche ou méme de la 


Bergeret et Champeau: Presse 


partie gauche du transverse. Conservé jusqu’a la 
cicatrisation compléte de l’anastomose, il sera ensuite 
fermé. L/’intervention en elle-méme est trés simple et 
comporte moins de difficultés d’extériorisation et de 
nettoyage du célon qu’on ne le croit communément. 
Par contre, les avantages en sont considérables, dont 
le principal est la liberté de mancuvre qu’il permet, 
facilitant particuliérement le décollement colopariétal du 
edlon gauche et de l’angle colique gauche, lorsque le 
edlon sigmoide est court. Les auteurs donnent quelques 
précisions sur la fixation de 1’anus angulo-colique droit 
et la maniére de nottoyer le segment provisoirement exclu. 
Lorsque le cancer se révéle 4 1’exploration inextirpable, 
il est toujours facile, dans la méme séance opératoire, 
de fermer 1l’anus droit et d’établir un anus gauche 
définitif. PIERRE SMITH 


Obstetrics and Gynecology 


Amenorrhea at Stanley Camp, Hong Kong, During 
Internment. Sydenham, A.: Brit. M. J., 2: 159, 1946. 


In Stanley internment camp, Hong Kong, from 
January, 1942, to September, 1945, 53.67% of the women 
between the ages of 15 and 45 suffered from amenor- 
rhea of more than three months’ duration. 

A few women presenting symptoms of discomfort - 
were treated with the available drugs, namely, thyroid 
extract and menformon injections. 

Within six months 81 women had started menstruat- 
ing again, and within 18 months menstration was re- 
established in all except six cases, which persisted 
throughout the period of internment. 

Possible cause of amenorrhea are discussed under the 
headings of (a) emotional shock, and (b) undernourish- 
ment with special reference to protein deficiency. 

Ross MITCHELL 


Weight Control, Diet and Fluid Balance in Pregnancy. 
Loughran, C. H.: Am. J. Obst. & Gyn., 52: 42, 1946. 
Three hundred and twenty-five cases are presented 

in which a regimen was prescribed to permit only a 

sight gain in weight, 15 lbs., as the top weight gain 

for the average woman, but the larger the woman the 
less the gain allowed. The regimen consists of a high 
protein-low carbohydrate diet with added vitamins. 

Salt is not restricted in the early months, but later is 

permitted only in the preparation of food. If there 

is a sudden weight gain, the fluid balance is checked. 

The fluid intake is then restricted to the previous day’s 

output. Salt is withdrawn and if fluid balance is not 

obtained, magnesium sulphate is to be taken each morn- 
ing to produce free fluid evacuation. Exercise was 
freely carried out. With this regimen the length of 
labour was markedly decreased ; the incidence of dystocia 
markedly lessened; and any real toxic state totally 
absent, except in one case of chronic nephritis which 
is not influenced by this type of regimen. Three severe 
eases of hypertensive cardiovascular disease were 
decidedly improved and were uneventfully delivered. 
Ross MITCHELL 


Neurology and Psychiatry 


Arteriographic Visualization of Cerebrovascular 
Lesions. Govons, S. R. and Grant, F. C.: Arch. 
Neurol. Psychiat., 55: 600, 1946. 


It has been shown that cerebral angiography is a useful 
technique for the localization of certain vascular lesions, 
namely intracranial aneurisms, angiomatous malforma- 
tions, occlusion of the internal carotid artery, and trau- 
matic arteriovenous aneurysms. The procedure outlined 
by Moniz was used by the present authors. A colloidal 
suspension of thorium dioxide was used as a contrast 
medium. A normal cerebral arteriogram is well de- 
scribed and illustrated. 

Four cases of intracranial aneurysm were presented 
in which successful arteriograms confirmed and localized 
the lesion. Intracranial aneurysms are frequently mani- 
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fested by a subarachnoid hemorrhage, with sudden onset 
of severe headache, stiffness of the neck, with or with- 
out loss of consciousness. Frequently there is paralysis 
of the external ocular movements, especially the muscles 
supplied by the third nerve. Hyperesthesia in the 
distribution of the ophthalmic division of the fifth nerve 
with some diminution of sensitivity of the corneal reflex 
may be present. Other neighboring nerves may be 
involved. When the hemorrhage extends into the 
cerebral hemisphere contralateral hemiparesis with or 
without sensory loss or aphasia occurs. Papilledema is 
rare. Visual or retinal hemorrhages may occur. 

Three cases of angiomatous lesion of the brain are 
presented in which arteriography was useful in the 
diagnosis. As a rule these lesions remain quiescent until 
adult life. The presenting symptom in about half the 
cases is an epileptiform seizure. A large proportion of 
the lesions occur in the distribution of the middle 
cerebral artery. X-rays of the skull usually show ac- 
centuated vascular markings. Occasional intracranial 
calcification is present. 

Three cases of occlusion of the internal carotid are 
presented in which angiography was of value. A uni- 
lateral sensitive carotid sinus reflex may suggest this 
condition. A case of arteriovenous aneurysm is also 


presented. The most frequent symptoms in this condi- 
tion are bruit, headache, unilateral pulsation exoph- 
thalmos, with diplopia, chemosis, and visual disturbance. 

The authors feel that in all cases of spontaneous 
subarachnoid hemorrhage the use of this technique 
should seriously be considered. 


J. P. Ross 


Amphetamine (Benzedrine) Sulphate for Acute Bar- 
biturate Poisoning. Freireich, A. W. and Lands- 
berg, J. W.: J. Am. M. Ass., 131: 661, 1946. 


In recent years one of the mainstays in the treatment 
of barbiturate poisoning has been picrotoxin. The 
present status of therapy with picrotoxin can be summed 
up in the report of the Council of Pharmacy and 
Chemistry. ‘‘The details of events in the course of 
animal experiments show that it is necessary to poison 
the animal with picrotoxin in order to elicit the an- 
tagonism. What results when the two drugs are given 
together is not a direct reversal of the depressed state 
but a combined form of poisoning by picrotoxin and 
the barbiturate with a mixture of depression and stimu- 
lation from which within a given range of doses the 
animal ultimately recovers. Myerson first, suggested that 
amphetamine sulphate was a useful drug in counteracting 
poisoning by the barbiturates. In numerous control 
studies he and his associates demonstrated the reciprocal 
pharmacologic action of amphetamine and the barbitu- 
rates. In the present study 14 cases of barbiturate 
poisoning were treated with intravenous amphetamine. 
A solution of 10 mgm. in 1 e.c. of isotonic sodium- 
chloride was used. They found that large doses could 
be given and their routine was 40 mgm. at once and 
then 20 mgm. every half hour. Supportive treatment of 
intravenous fluids was used in some cases when dehydra- 
tion was present. Of the 14 cases only one died. This 
they felt was because the supply of amphetamine was 
exhausted and they were only able to give 360 mgm. 
The results were good, however they do not prove 
clinically that the drug is actually better than picro- 
toxin. No mention is made of gastric lavage, diuresis 
or the importance of intravenous fluid in the care of 
patients with barbiturate poisoning. J. P. Ross 


Experimental Evidence on the Cerebral Origin of 
Muscle Spasticity in Acute Poliomyelitis. Bodian, 
D.: Proc. Soc. Exp. Biol. & Med., 61: 170, 1946. 


One of the common symptoms of acute poliomyelitis 
in man and in experimental primates is the muscular 
rigidity, associated with hyper-reflexia which often 
precedes flaccid paralysis. Recent observations concern- 
ing muscle spasticity are in agreement with respect to 
the following points: (1) muscle spasticity in acute 
poliomyelitis is a reflex phenomenon associated with in- 
creased stretch reflexes; (2) spasticity in acute polio- 


“myelitis has a widespread occurrence in the skeletal 


musculature, may be present in both flexors and exten- 
sors, and may occur in partly weakened muscles as well 
as in muscles of normal strength. The observations 
of the author and his coworker, Dr. H. A. Howe, in the 
rhesus monkey were in agreement with these findings 
in human subjects. In some monkeys preparalytic 
spasticity was.so severe that awkwardness of gait and 
posture was apparent, and the resistance of the 
extremities to passive movement was ‘‘claspknife’’ in 
character. 

It has been commonly assumed that the lesion that 
has been responsible for the spasticity has been in the 
region of the spinal cord which supplies the local reflex 
mechanism. The author, working with monkeys, 
inoculated the animals with Lansing virus and killed 
them in the preparalytic period after definite spasticity 
had become manifest. Then pathological studies were 
made of the brain and spinal cord to determine what 
parts had been affected by the virus. The findings 
indicated that neither virus activity nor lesions in the 
spinal cord were necessary pathogenic factors in the 
production of spasticity in acute poliomyelitis. The 
marked spasticity seen in the legs of the monkeys de- 
scribed, in the absence of pathological changes in the 
lumbosacral cord, must be attributed to the pathological 
changes present in the brain or cervical region of the 
spinal cord. Severest damage in the brain in primate 
poliomyelitis including the greatest amount of nerve 
cell destruction most often occurred in the vestibular 
centres. The findings suggest that it is the severe 
lesions in the reticular formation which may be at least, 
in part, responsible for the generalized spasticity, because 
of destruction of many ‘‘inhibitory’’ neurons. It was 
also of interest that all of the animals had fully 
developed pathological changes in the brain before limb 
paralysis was manifested. It was concluded that lesions 
in the brain alone can produce the spasticity of acute 
poliomyelitis, J. P. Ross 


The Motor Cortex in Amyotonia Congenita. Freeman, 
W.: J. Newropath. § Exper. Neurol., 5: 207, 1946. 


This paper is based on the study of six cases, four 
of whom provided material for complete pathological 
study. There was no doubt that they were dealing with 
a congenital disorder since the children were marked 
from the moment of birth by flabby muscles and a weak 
cry. This disease may persist for many years with slight 
improvement, although most sufferers die before the age 
of eighteen months. It appears to be a disorder in 
which there is a defective development of the whole 
motor system from the precentral gyrus to the muscles. 
In four cases the precentral gyrus was characterized by 
almost complete absence of large multipolar cells of 
Betz. The author feels that this may be an important 
point in differentiating the disease from infantile spinal 
muscular atrophy. J. P. Ross 


Observations in a Case of Muscular Dystrophy, with 
Reference to Diagnostic Significance. Bowden, R. 
E. M. and Gutmann, E.: Arch. Neurol. § Psychiat., 
56: 1, 1946. 


Diseases causing atrophy of muscle frequently present 
difficulties in diagnosis. For example, there are striking 
similarities in the course, signs and symptoms of the 
late dystrophy of the distal type (Gowers) and of pro- 
gressive muscular atrophy. In the progressive muscular 
dystrophy the pathological process is thought to begin 
in the muscle fibres themselves, and the motor nerve 
remains normal. In the secondary myopathies the basic 
lesion lies within the spinal cord or the peripheral nerve, 
and the atrophy of muscle is dependent on changes in 
the lower motor neurone. Some authors have denied 
the possibility of distinguishing the two lesions histo- 
logically. Others have said that there are characteristic 
changes. . 

A case of progressive muscular dystrophy is described. 
The histological findings in the muscle are compared 
with those found in progressive muscular atrophy. In 
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the former the early changes consist of a reaction of 
the nuclei and the granular constituents of the sarco- 
plasm. In later stages there is complete differentiation 
of the striated material, leading to fragmentation of the 
muscle fibres, accompanied by a breakdown of the 
chromatin of the nuclei. The late changes in dystrophic 
muscle fibres are identical with those seen in denerva- 
tion atrophy. 

In the case of progressive muscular dystrophy the 
nerve fibres in the nerve trunks remain intact; but 
degeneration of muscle fibres apparently leads to loss 
of contact at the myoneural junction, and this is fol- 
lowed by abortive regeneration of the terminal nerve 
fibres. Thus one sees advanced atrophy of the muscle 
fibres, and intact nerve fibres. ; 

In the secondary myopathies, such as progressive 
muscular atrophy the nerve trunks are empty or contain 
both normal fibres and empty Schwann tubes. They 
may however occasionally contain regenerated nerve 
fibres. It is felt that in cases in which the diagnosis 
is uncertain biopsy of muscle will afford valuable aid. 

J. P. Ross 


Shock Therapy of Psychoses; Evidence for and Against 
Damage. Lewis, N. D. C.: Bull. New York Acad. 
Med., 21: 673, 1945. 


In this article the author attempts to present the 
subject as fairly as possible from several different view 
points, for which he is well qualified. Before starting 
he points out the lack of uniformity of diagnosis in 
mental conditions, the unpredictable course with or with- 
out treatment, and the lack of scientific controls. 

Insulin shock therapy is indicated in catatonic, 
paranoid, hebephrenic, and simple forms of schizophrenia 
(given in the order of favourable prognosis). The 
shorter the duration of the illness the more favourable 
the prognosis. Those patients who have made a fairly 
satisfactory life adjustment up to the age of twenty-five 
and whose disorder is an acute episode, have the best 
remission rates. Patients under the age of sixteen show 
a low remission rate. Insulin therapy increases very 
definitely the percentage of remissions, and although 
many relapses occur, the patients have a period of better 
mental health which may allow them to reside outside 
of a mental hospital. Moreover it shortens the illness 
in many of those who might eventually recover spontane- 
ously. The mortality due to therapy is less than 1%. 

Sub-coma doses of insulin provide an effective method 
of sedation. Its specific action seems to be in the al- 
leviation of anxiety. With the relief of anxiety, the 
psychotic manifestations sometimes rapidly disappear. 
The method is safe and felt by Rennie to be far 
superior to that achieved by chemical sedation. The 
author warns against the use of insulin shock therapy 
by inexperienced hands. The most serious complication 
is that of prolonged coma. 

The indications for the application of convulsive 
_ therapy (metrazol or electro-shock are involutional states, 
manic depressive psychoses, and other depressive reac- 
tions. Convulsive therapy has also been used rather freely 
and successfully in acute catatonic episodes. The most 
frequently seen complications are subconjuntival hemor- 
rhages, aspiration pneumonia, pulmonary abscess, 
auricular fibrillation, cardiac dilatation, vasomotor col- 
lapse, fractures and dislocations of the bony framework, 
status epilepticus, and memory disturbances. 

The memory loss with electro-shock is greater and 
more prolonged than with metrazol, but electro-shock is 
easier to administer, less time-consuming, and the con- 
vulsions are less severe. With metrazol the danger of 

fractures is greater. The memory and fear of the treat- 
ment with metrazol is disturbing to most patients, the 
‘‘missed’’ convulsions creating a great deal of anxiety. 
With the electro-shock method there are no ‘‘missed’’ 
convulsions, usually no memory of. the treatment and 
much less anxiety. In the electro-shock treatment suc- 
cess depends on a successful convulsion. Eight to twenty 
treatments usually suffice for depressions except for the 
paranoid involutional types which may have to be given 


some additional ones. Manics are given up to twenty, 
with some workers advocating as high as two to three 
convulsions per day, instead of the usual two to three 
per week. Complications can be reduced by the use 
of curare and the proper positioning of the body. 

Schilder made the point that the patient himself is 
not really reached by shock treatment. In view of the 
author’s experience he would support this without a 
doubt. The matrix of the psychoses is not changed, 
but only the secondary presenting features. After the 
most distressing symptoms are removed or modified 
favourably, the compensatory resources of the patient 
may aid him in reconstruction. Electroencephalographic 
changes occur during the course of treatment (electro- 
shock), and correlate with amnesia and other evidence 
of impaired mental function. Where there is no evi- 
dence of impaired mental function, and no electro- 
encephalographic alterations, clinical improvement does 
not occur. 

Taking everything into consideration he feels there 
is a definite place for shock therapy in psychiatry. The 
greatest advantage of the insulin method seems to be in 
its effect on schizophrenia, while the convulsive therapy 
methods are found to be the applications of choice in 
the affective conditions in whatever setting they have 
developed. J. P. Ross 


The Hypothalamic Regulation of Sleep in Rats, An 
Experimental Study. Nauta, W. J. H.: J. Neuro- 
physiol., 9; 285, 1946. 


This work comes from the Department of Anatomy, 
University of Utrecht, Holland, and presents very well 
our present knowledge of the function of the hypo- 
thalamus in regulating sleep along with considerable 
amount of experimental material. The existence of a 
centre for the regulation of sleep has generally been 
accepted. This however has given rise to a number of 
problems concerned, in the first place with the make 
up of the centre, and secondly with its mode of action. 
Is there a single centre for the regulation of the sleep- 
and-waking rhythm or must it be thought of as composed 
of two antagonistic parts? 

After reviewing the work of others and the experi- 
mental work presented, it is. concluded that there is a 
structure in the caudal part of the hypothalamus and 
adjacent part of the midbrain tegmentum, lesions of 
which cause disturbance in the waking mechanism. This 
structure is of specific importance for the capacity of 
maintaining the waking state during the absence of 
external stimuli. It is also felt that in the preoptic 
region of the hypothalamus there is a structure sub- 
serving the function of sleep. For the sake of brevity 
these structures are referred to as the ‘‘ waking centre’’, 
and the ‘‘sleep centre’’ respectively. The possibility 
that the regulation of sleep is only one of multiple 
functions of a single nervous apparatus cannot be ex- 
cluded, since there seems to exist a topographical 
identity between the hypothalamic regions involved in 
the regulation of sleep and those regulating the auto- 
nomic balances. Evidence is offered that sleep is caused 
by an inhibitory action of the sleep centre on the wak- 
ing centre. The lateral hypothalamic area seems to be 
of more importance for the regulation of sleep and 
waking than the inner areas. It seems probable that 
the median forebrain bundle which occupies this space 
is implicated in the transmission of impulses determining 
the sleep waking rhythm. J. P. Ross 


Pantopaque Meningitis Disclosed at Operation. Tar- 
lov, I. M.: J. Am. M. Ass., 129: 1014, 1945. 


To date pantopaque is the best media available -for 
x-ray visualization of the subarachnoid space. How- 
ever it is not free from dangers and the author 
reports a case in which a rather pronounced inflam- 
matory response was found in the nerve roots of the 
cauda equina at operation, 60 hours after three c.c. of 
pantopaque was introduced intrathecally. During 
operation the dura and the arachnoid were opened and 
considerable whitish soft stringy exudate was seen. 
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Microscopical examination showed a meshwork of 
fibrin strands with numerous imbedded polymorpho- 
nuclear leucocytes, lymphocytes, and plasma cells. The 
tissue was clearly inflammatory. Culture was negative. 
It was suggested that pantopaque be used only in 
cases where critical information is needed for diag- 
nosis and treatment. When it is employed it should 
be injected immediately before fluoroscopy is done, 
and should be removed immediately after the myelo- 
graphy, either by aspiration or the method described 
by Scott and Furlow (Radiology, 43: 241, 1944). 

J. P. Ross 


Use of Curare in Oil Treatment of Spasticity Fol- 
lowing Injury of the Spinal Cord. Schlesinger, E. 
B.: Arch. Neurol. & Psychiat., 55: 530, 1946. 


Aqueous solutions of curare have been shown to 
diminish hypertonia, tremor and involuntary move- 
ments in certain neurological conditions. The clinical 
effects, however, are transient, and there are some 
undesirable side effects at the height of its action 
such as masked facies, head drop, and mental con- 
fusion. In an effort to prolong the effect d-tubocurarine 
chloride was suspended in a peanut oil-white wax 
mixture mechanically (a 3% suspension of tubo- 
curarine in a mixture of 4% white wax in peanut 
oil). The average dose was 1.25 + 0.25 ¢.c. given 
deep -in the gluteal muscle. 

Eleven cases were treated with satisfactory results. 
The action of the curare was slow, and in some cases 
lasted up to three days. The were none of the un- 
desirable side effects. One value of the drug was that 
with the relaxation, physical therapy was more effec- 
tive, and skin ulcers healed. The effect on patients 
with some voluntary function masked by spasticity 
seemed more dramatic than the effect seen in para- 
plegic patients. 

In one patient marked ulceration in the knee 
region healed spontaneously with relaxation of the 
adductor spasm. In another with regularly occurring 
mass movements with decubitus ulcers over the tro- 
chanteric and sacral regions and over the heels epi- 
thelialization occurred promptly with cessation of the 
constant friction. J. P. Ross 


The Wernicke Syndrome. Meyer, A.: J. Neurol., 

Neurosurg. § Psychiat., 7: 66, 1944. 

The Wernicke syndrome consists of mental symp- 
toms characterized by confusion, hallucinations, and 
memory defect, and terminating in coma and death, 
combined with the pathological finding of a lesion in 
the hypothalamic area. It has been shown to be due 
to a thiamine deficiency, and has usually been associ- 
ated with alcoholism. Of the author’s five cases only 
one had alcoholism. Two had pernicious anemia, one 
gave a history of hyperemesis gravidarum, and the 
other had a gastric carcinoma. The last case is 
described in detail. In this case the oldest and 
severest lesion were localized in the anterior portion 
of the hypothalamus. A peculiar cerebellar lesion 
affecting predominantly the granular layer, was also 
present. In four of the five cases, the inferior olives 
were damaged in a characteristic way, neurones of 
the mediodorsal region undergoing homogenizing de- 
generation. Manic syndromes have been known to 


be associated with lesions of the anterior hypothala- - 


mus. Bard produced sham rage in cats whose cortex 
and cranial half of the hypothalamus had been ablated. 
He felt the mechanism responsible lay within an area 
comprising the caudal half of the hypothalamus and 
possibly the more ventral and caudal fraction of the 
corresponding segment of the thalamus. 

The author’s findings were in agreement with the 
experimental findings, and perhaps the lesions were 
clearer than those previously reported in human 
material. Although these cases are not often seen 
they are always of great interest as the hypothalamus 
plays such an important part in human physiology, 
and until recently very little was known about it. 

J. P. Ross 
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Air-Embolism and Pneumomediastinum in Artificial 
Pneumoperitoneum. Simmonds, F. A. H.: The 
Lancet, p. 530, April 13, 1946. 


Therapeutic pneumoperitoneum is a relatively safe 
procedure whose most dangerous complications are air- 
embolism and pneumomediastinum. These occurred in 
only 9 patients in over 13,000 air-injections into the 
peritoneal cavity. There was one fatality, due to injec- 
tion of air into the liver and the production of air- 
embolism. Short histories are given of all nine cases. 
The mechanism of air-embolism of the brain following 
pneumoperitoneum is discussed. An impaired pulmonary 
circulation due to pulmonary air-embolism may increase 
the probability of the passage of air through a patent 
foramen ovale. To avoid air-embolism it is well not to 
operate on unduly anxious patients, and not to -hurry. 
When present the head is lowered and the collapse 
treated with warmth and stimulants. Mediastinal 
emphysema may arise by passage of air from the peri- 
toneal cavity through a hiatus of the diaphragm beside 
the esophagus or the aorta, and the air may even invade 
the lungs, so producing pulmonic interstitial emphysema 
by passage in a direction the reverse of that ordinarly 
recognized. In treating mediastinal emphysema the 
cardiac embarrassment should be relieved, oxygen and 
sedatives given, and the air, if necessary, aspirated 
from the mediastinum by cannula introduced through 
an incision made just above the manubrium sterni. 

C. C. MACKLIN 


Industrial Medicine 


Weil’s Disease. Occurrence Among Workers in Welsh 
and Scottish Coal-Mines. Jenkins, T. H. and Sharp, 
W. C.: Brit. M. J., p. 714, May 11, 1946. 


Among mine workers in Scottish and South Wales 
coalfields, cases of Weil’s disease have occurred with 
such regularity and with such a high mortality rate 
that in certain types of mines this disease is considered 
a definite occupational risk. In the present article the 
authors discuss the incidence in these coalfields during 
the past few years, and recommend preventive measures. 

A table presents the incidence in mines of known 
risk, together with pertinent data for each. These mines 
have direct access from the surface by levels, drifts or 
slants, which are generally wet and infested with rats. 
The rats are possibly attracted to the mine by the horse- 
feed. In most cases live rats caught in the mines were 
proved to harbour the Leptospira. It was isolated also 
from specimens of pit water and slime. All but one 
of the cases recorded were among underground workers. 
In nearly every instance the conditions of work were 
wet or necessitated traversing wet places. 

That the incidence was sporadic in nature is ac- 
counted for by the fact that when a case occurs, 
particularly one that proves to be fatal, intensive rat- 
extermination measures are undertaken for a time at 
least. Of the cases reported in the period under observa- 
tion, approximately 33% were fatal. 

The life-history and habits of the sewer rat, Rattus 
norvegicus, and of the black rat, Rattus rattus, are 
given. The main carrier of the Leptospira is the sewer 
rat. The authors discuss the question of prevention, 
which is a matter requiring co-operation of the men 
and the management. The following measures are con- 
sidered: (1) extermination of rats; (2) prevention of 
reinfestation; (3) rendering all food inaccessible; (4) 
drainage of water and/or rendering stagnant pools un- 
suitable for the organisms; (5) use of protective cloth- 
ing; (6) prompt and effective use of first-aid arrange- 
ments; (7) pit-head baths. 

The authors are of the opinion that the disease may 
be much more widespread than recorded cases indicate. 
In the early stages it is easily mistaken for other condi- 
tions. They quote a previous investigator who stated: 
“*It would be well if doctors dealing with patients 
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exposed to the special risks by occupation or accident 
would have a serum test done in febrile cases developing 
headache, muscular pains, conjunctivitis, and intestinal 
irritation, without waiting for jaundice to develop’’. 
MARGARET H. WILTON 


The Short Personnel Selection Interview. Missel- 
brook, B. D.: Occup. Psychol., p. 85, April, 1946. 


In this article the author, who is now lecturer in 
psychology in the University of Edinburgh, discusses 
the technique which he evoked for the conduct of a 
selection interview in naval establishments. He in- 
dicates that the general principles can now be applied 
in other environments. He gives a detailed explana- 
tion of the method of procedure and the significance 
of each phase, stressing the importance of the ex- 
planatory talk and the questionnaire, which covers 
previous occupations, education, hobbies and interests. 

The main points in the article are summarized to 
include the following: (1) The interviewer is con- 
cerned in considering particularly how the candidate 
has functioned in the past and in estimating how he is 
likely to adapt and progress during a particular course 
and in the job which comes after its completion. (2) 
The interview must be flexible, with no suggestion of 
rushing. (3) Skill is necessary when ‘‘sight-reading’’ 
a questionnaire. (4) The interviewer should attempt 
to use short questions which can easily be answered, 
but at the same time give the candidate opportunity 
to express himself with freedom and spontaneity. 
(5) A thorough knowledge of jobs in civilian life and 
in the Service is essential to successful selection. (6) 
Oral trade-test questions and trade-test pieces prove 
very useful in obtaining relevant information re a 
candidate’s knowledge and suitability; photographs 
related to work processes, are also a help. (7) ‘‘Inci- 
dental’’ information obtained during an interview, 
1.e., the information obtained from expressive behaviour, 
must be interpreted with care. 

The author stresses that too much emphasis cannot 
be placed upon the value of obtaining clear evidence, 
both to avoid misleading general impressions and to 
increase the validity of the selections made. 


MARGARET H. WILTON 


OBITUARIES 


Dr. Walter Howard Batten died on April 6 in 
Toronto. He was born in 1894, and graduated in 
medicine from the University of Toronto in 1918. 





Dr. Edward Ellis Binns, a prominent resident of 
Welland since 1907, died at the St. Catharines General 
Hospital, August 7, in his 66th year. 

Born in Jamaica, he was educated by private tutors, 
taking Cambridge University examinations. His medical 
studies were carried out at the University of Toronto, 
where he graduated in 1904 with a Bachelor of Medicine 
degree. For the next four years he carried out post- 
graduate work, studying in hospitals at London, England, 
and in Vienna. 

Dr. Binns came to Welland and started practice in 
1907. He had resided here eyer since. 

Dr. Binns was a student of the classics and attained 
a high standard in Latin and Greek. He also spoke 
fluently several modern languages. 

His interests outside of literature included a love 
of horses and dogs. He was an ardent horseman and 
golfer, being a charter member of the Lookout Point 
Golf and Country Club. He was an adherent of the 
Church of England. ~ 
_ Dr. Binns is survived by his widow, his.mother, four 
sisters and two brothers. 
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Docteur Sarto Blanchard, médecin-chirurgien, vice- 
président et membre du conseil exécutif de 1’hépital 
du Sacré-Ceur 4 Hull, est décédé le 17 aoat, aprés 
une longue maladie, 4 l’hépital du Sacré-Ceur. Il 
était né & Grand’Mére, Que., en 1908. 

Docteur Blanchard était aussi Chevalier de Colomb 
du 4e degré, de la section de Hull, et membre de 
diverses autres associations. — 

Il a fait ses études au collége de Rigaud et a la 
Faculté de Médecine de 1’Université de Montréal. I 
fut interne a l’H6pital Saint-Lue et a l’hépital du 
Saecré-Ceur 4 Hull. Il fut recu médecin en 1939. 

Lui survivent son épouse, deux fils, une fille, cing 
fréres et une sceur. 





Dr. Thomas Henry Callahan, died on August 14 at 
his home in Toronto. : 

Born in Wooler, Ontario, Dr. Callahan received his 
elementary education there and in- Trenton, where he 
attended Trenton high school. In 1907 he graduated 
from the University of Toronto. Until 1918 he practised 
medicine in Kitchener and was staff abdominal surgeon 
for St. Mary’s Hospital there. In 1918, he became 
associated with St. Michael’s Hospital. For the past 
seven years he had been a member of the Ontario 
Cancer Commission. 

The little leisure Dr. Callahan was able to take from 
hospital and surgical duties, he devoted to the activities 
of the Canadian Club, the Granite Club and the Knights 
of Columbus. He was breeder of the mare Mona Bell, 
runner-up in the King’s Plate of 1938. 

Dr. Callahan had five sons serving with the Canadian 
forces during the Second Great War. 

Surviving are his widow, six sons, three daughters, 
two brothers and one sister. 





Dr. Frank Daniel Charman died suddenly at Truro, 
N.S., on August 10. His unexpected passing came as 
a deep shock to a wide circle of friends in Truro and 
vicinity and throughout the province. 

A native of Wallace, Dr. Charman went to Truro 
about twenty years ago. He graduated from MeGill 
University in 1904 and practised in Wallace before going 
to Truro. He was highly respected for his kind, friendly 
nature, especially among the younger doctors who went 
to Truro to practise, and who received his ready, help- 
ing hand. 

The late Dr. Charman lived quietly, his whole life 
was taken up in his work and his family. He was 
keenly interested in the health of the community and 
in the hospital. Survivors include his widow, two 
daughters, and a son, Frank, a student at McGill 
University, and a number of brothers and sisters. 





Dr. Gordon Grote Copeland died on May 1 in 
Toronto. He was born in 1885 and graduated in medi- 
cine from the University of Toronto in 1911. 





Dr. Oscar Chipman Dorman died on August 13, 1946, 
aged 74 at his home in Winnipeg after a brief illness. 

Born at Hantsport, N.S., of Irish parents he received 
his early education there and graduated in medicine 
from Dalhousie University. Later Dr. Dorman took 
postgraduate study at Edinburgh and London and then 
practised in Winnipeg for forty-five years. He is 
survived by his widow and three daughters. 





Dr. Charles Edward Duggan died on December 20 
in St. David’s. 
He graduated in medicine from Trinity in 1903. 





Dr, John Henderson Duncan, aged 58, died in Sault 
Ste. Marie, August 7. 

He had been in poor health sinee his recent trip 
to Banff and had returned to the Sault to recuperate 
at his summer home at Diamond Lake. He had been 
home for about 48 hours when the fatal heart attack 
occurred. 
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Born in Churchill, Ontario, Dr. Duncan was a gradu- 
ate of the University of Toronto in 1915. During his 
practice he specialized in orthopedic surgery. He studied 
for a year in the Sick Children’s Hospital in Toronto. 
He took an ardent interest in x-ray work. He practised 
in Bruce Mines from 1915 to 1919 when he moved to 
the Sault. 

He was an active member of the Country Club, the 
Masonic Lodge, was chairman of the Collegiate Board 
in 1945 and until his death was a member of the Board 
of Education. 

Dr. Duncan was chief obstetrician and gynecologist 
at both local hospitals. He commenced x-ray work at 
the General Hospital, a work which he continued until 
1929. 

He is survived by one son and one daughter. 


Dr. Walter Wodehouse Geikie died on August 10 at 
Toronto Western Hospital after a brief illness. He was 
in his 90th year. 

Dr. Geikie was well known in Toronto, where he 
practised for many years, and in Elmira, where he 
served as coroner for Waterloo. Born in Aurora, he 
was educated at the famous Dr. Tassie’s Grammar school 
in Galt, and at Upper Canada College. In 1875 he 
graduated from Trinity Medical Coliege, where his 
father, the late Dr. W. P. Geikie, was dean. 

Dr. Geikie is survived by a daughter and two sons. 


Dr. David Yale Greene died on April 2 in Windsor, 
Ontario. He was born in 1899, and graduated in medi- 
cine from the University of Toronto in 1923. 


Dr. Thomas A. Hamilton, died at his home in 
Brinston, Ontario, August 1 after a brief illness, in his 
46th year. He was a graduate of medicine of Queen’s 
University in 1924. 

He spent one year at Puckasan, in Thunder Bay 
district, then came to Brinston, where he has been 
general practitioner until about a month ago, when he 
became ill. In addition, he was chief coroner for Dundas 
County and an assistant Medical Officer of Health for 
the Three United Counties’ Health Unit. 

Surviving besides his parents and his wife are one 
son, one daughter, one brother and one sister. 


Dr. Ross G. Howell died on April 15 in Jarvis, Ont. 
He was a graduate in medicine of Victoria in 1889. 


Dr Wilfrid Jacques, de Sainte-Marie de Beauce, est 
mort le 31 juillet 4 1’Age de 59 ans, aprés une longue 
maladie. 

Dr Jacques fit ses études classiques au collége de 
Ste. Anne-de-la Pocatiére, et aprés de brillantes études 
a la faculté de médecine de l’université Laval, il fut 
admis 4 la pratique de la médecine en 1910. 

I] laisse sa femme, ainsi que deux filles et neuf fils. 


Dr. Edmund Patrick Kelly, aged 72, died suddenly 
on July 30 at his home in Oshawa, Ont. 

Born in Toronto, Dr. Kelly graduated from Trinity 
in 1897 and first began practising medicine in Orillia. 
Later, he continued his work in Northern Ontario, before 
joining the staff of General Motors in Oshawa. He 
retired about two years ago. He was a member of Our 
Lady of Lourdes Roman Catholic Church in Toronto. 

Dr. Kelly was a Licentiate of the Royal College of 
Physicians, Edinburgh, and L.R.C.P.S., Glasgow. 

Surviving are one sister, one brother, and two 
nephews. 


Dr. Archibald Forbes Laird died on October 18 in 
Owen Sound, Ont. He was born in 1889, and graduated 


in medicine from the University of Western Ontario in 
1913. 


Dr. Alex Lefurgey died at Alberton, P.E.I., on 


August 21. He is survived by his widow, two sons 
and two daughters. 


Dr. James George Keber Lindsay, Registrar of the 
College of Physicians and Surgeons of Saskatchewan 
died on August 14, at the age of 44, following a week’s 
illness from a coronary attack. 

Dr. Lindsay was born at North Bay, Ontario, on 
June 9, 1902. He graduated with distinction from 
Queen’s University in 1927, and obtained his Dominion 
Council the same year. Following a year’s postgraduate 
work in the Vancouver General Hospital, he returned 
to Queen’s University for one year as lecturer in embry- 
ology and physiology on the Faculty of Medicine. He 
entered private practice at Lumsden in 1929, where he 
remained until 1936. While at Lumsden he won the 
love and esteem of the entire community, by his un- 
tiring devotion to his work and his leadership in church 
and community life. 

In 1936 Dr. Lindsay was persuaded by his colleagues 
to give up the active practise of his profession, to be- 
come Registrar of the College of Physicians and Sur- 
geons of Saskatchewan. On July 15, 1940, he was given 
leave of absence and joined No. 8 Canadian General 
Hospital of which he shortly became Registrar, and 
proceeded overseas with the unit in March, 1942. During 
his entire service Dr. Lindsay earned the reputation of 
being one of the most capable administrators in the 
Royal Canadian Army Medical Corps. He was distin- 
guished by his loyalty, reliability, and unselfish devotion 
to duty, and to the welfare of the personnel and patients 
under his command, which earned for him the award 
of Member of the British Empire. 

After proceeding with his unit to Normandy, and 
through its various moves until the hospital was sta- 
tioned in Antwerp, Dr. Lindsay was promoted to the 
rank of Lieut.-Col., and was given command of No. 3 
Canadian Casualty Clearing Station. He commanded 
this unit in a far forward position until April, 1945, 
when he was promoted to the rank of Colonel and given 
command of Roman Way Convalescent Hospital, which 
he retained until this unit was demobilized following 
the cessation of hostilities. He returned to Canada, 
and was discharged from the army in September, 1945, 
and resumed his duties as Registrar of the College of 
Physicians and Surgeons with residence in Saskatoon. 

He took up his work as registrar with vigour, enthu- 
siasm, and a profound understanding of the problems 
facing the profession. He was tireless in his efforts to 
help in the development along sound lines of improved 
health services. His counsel was invaluable in the varied 
and important consultations of the profession with 
Government and other groups. Dr. Lindsay was alert 
to the needs of the profession and the people of the 
province, and by his frankness and earnestness’ won a 
higher place for his profession in the esteem of the 
public. He was methodical and painstaking in his ap- 
proach to the various problems, and was continually set- 
ting new and higher standards of attainment. 

Dr. Lindsay is survived by his widow, and five 
children. JACK F, C. ANDERSON, M.D. 


Dr. George S. MacCarthy, aged 74, well-known for 
his work in tuberculosis, died in hospital in Ottawa, 
August 13. 

A victim of tuberculosis several years after gradua- 
tion from McGill in 1895, he recovered and later organ- 
ized an anti-tuberculosis society. 

In 1905 he saw the first Ottawa sanatorium, the Lady 
Grey, established. 


He was « member of the General Medical Board of 
the Ottawa Civic Hospital from its establishment. He 
was chairman of the hospital’s Advisory Board and a 
trustee for several years, until his retirement from these 
duties in 1941. He was long a consultant in surgery 
at the Civic. 

Dr. MacCathy also acted as examiner for the Medi- 
eal Council of Canada, and in 1940 was appointed mem- 
ber of the Council. The same year he was made an 
honorary member of the Ontario Medical Association. 
He was a director of the Canadian Medical Protective 
Association and of Associated Medical Services, Limited, 
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and a past president of the Ottawa Medico-Chirurgical 
Society and the Ottawa Medical Society. 

During World War I, Dr. MacCarthy served four 
years as a surgeon with the R.C.A.M.C., in command 
of base hospitals in Ottawa and Petawawa. He retired 
with the rank of Lieut.-Col. and the Victorian Decora- 
tion Long Service Medal. ; 

In 1942 the Graduates’ Society of McGill University 
made him an honorary member, placing him in the ranks 
of Clarence Webster, Stephen Leacock, Sir Edward 
Beatty and Lord Tweedsmuir. He had been both 
president and honorary president of the Ottawa Valley 
McGill Graduates’ Society. 

Travel was one of Dr. MacCarthy’s chief pleasures 
and every year for 14 years before the war he made a 
trip to England. His other favourite recreations were 
curling at the Rideau Curling Club, golf at the Royal 
Ottawa Golf Club, and fishing at McGregor Lake. He 
had been a member of the Country Club for more than 
20 years. 

He is survived by his widow, one son, two daughters 
and four sisters. 





Dr. George McNeill, radiologist, died at his home 
in London, Ontario, on July 29, aged 65. 

Dr. MeNeill was born in London and received most 
of his education there. Throughout his lifetime he 
did much of his work in surgery and radiology in 
that city. In addition, he held offices in medical 
societies in Canada and the United States. 

He graduated in medicine from the University of 
Western Ontario in 1902 and the following year was 
appointed house surgeon for Victoria Hospital.. In 
1907 he became radiologist for that hospital and con- 
tinued in that capacity until 1940. 

He was a director of the Ontario Institute of Radio 
Therapy from 1934 to 1940 and in 1928 he attended 
a meeting of international radiologists in Stockholm 
as the Canadian representative. 

He is survived by his widow, one son, and two 
sisters. 





Dr. Albert Ernest Medd died suddenly at his home 
in Winnipegosis on August 13, 1946. Born in Wolseley, 
Sask., 63 years ago he moved with his family at an 
early age to Brandon. * In 1909 he graduated in medi- 
cine from Manitoba Medical College and went to 
Winnipegosis where he practised continuously till his 
death. 

Dr. Medd was in the first rank of rural practi- 
tioners. He carried on a large private practice and 
was the medical officer of five Indian reserves. Dr. 
Medd took a keen interest in community work. He 
was chairman of the school board, health officer and 
a member of the Masonic and Elk order. 

Besides his widow he is survived by three sons and 
two daughters. 





Dr William Morin, est décédé & St. Hyacinthe le 18 
aoit, aprés une longue maladie. Il était 4gé de 78 
ans et 11 mois. Il avait exercé sa profession pendant 
plus d’un demi-siécle. 

Le Dr Morin était né & S.-Hyacinthe. I] avait fait 
ses études classiques au collége Sainte-Marie de Mon- 
noir, sa médecine & l’école de médecine Victoria, de 
Montréal. Il avait d’abord exercé sa profession a 
S.-Jude, dans le comté de S.-Hyacinthe, puis a 
S.-Hyacinthe. 

Il laisse son épouse, six fils et trois filles. 





Dr. T. H. Prust died at his home in Peterborough, 
Ont., on August 15. A native of Blackstock, Ont., Dr. 
Prust was educated at Fort Parry and Lindsay, and 
graduated from Trinity College, University of Toronto, 
in 1899 with his doctor’s degree. He practised four 
years in Pontiac, Mich., then moved to Grenfell, Sask., 
where he remained for eight years before coming to 
Edmonton in 1912. He left here in 1940 to make his 
home in the east. 
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He was president of the Edmonton Academy ot 
Medicine in 1921 and belonged to the Edmonton 
Scottish Rite. 

He is survived by his widow. 





Dr J.-E. Robitaille est décédé & Ste. Justine, Que., 
le 5 aoait, 4 l’Age de 67 ans. I] pratiquait sa profes- 
sion & Ste. Justine depuis 40 ans. Dr. Robitaille avait 
fait ses études classiques au collége de Lévis et sa 
médecine a l’université Laval. Deux filles, un frére 
et une sceur lui survivent. 





Dr. Victor Ross died on August 9 at the General 
Hospital, Hamilton, Ontario. Born in Guthrie, Ont., 
he came to reside in Hamilton in 1907. A graduate 
of the University of Toronto in 1903, he took a post- 
graduate course in Middlesex Hospital, England. He 
was a member of MacNab Street Presbyterian Church. 

Surviving are his widow, two brothers, and two 
sisters. 





Dr. Robert Marshall Rutherford died on August 14 
at Hawkesbury, Ont. He graduated in medicine from 
McGill University in 1899. 





Dr. Dunstand Smith, a graduate of the Faculty of 
Medicine of McGill University, 1944, died at his home 
in Ste. Anne de Bellevue, Que., on July 27 after an 
illness of five months. He was in his 25th year. 

Dr. Smith received his early education at Mac- 
donald High School, Ste. Anne de Bellevue. He joined 
the Army upon graduation from medicine in 1944. He 
served his internship at St. Mary’s Hospital following 
enlistment, but was discharged from the forces after 
nine months. Subsequently he went to Tulane Uni- 
versity, Louisiana, on a Fellowship in Surgery. He 
returned to his home last winter. 

He is survived by his parents. 





Dr. James Cameron Smith died suddenly of a heart 
attack at his home in Peterborough, Ont., on August 
5. He was born in China. He was a graduate in 
medicine of Queen’s University, Kingston, and had 
practised his profession in Lakefield for the last 28 
years. Dr. Smith was widely known throughout the 
county and especially in its northern section where 
unsparingly he had attended many patients in season 
and out since his coming to the district in 1918. 

Dr. Smith is survived by his widow, two daughters, 
three sons, and a brother. 





Dr. Stanfell F. A. Wainwright, of Fredericton, N.B., 
died on August 16, while visiting his sister in Victoria, 
B.C. Dr. Wainwright was born in St. Andrews East, 
Quebec, in 1874, and graduated in medicine from 
McGill in 1897. His first practice was in Stanley, N.B. 
In 1910 he moved to Fredericton where he was con- 
tinually active till this year, when he retired. He was 
always interested in the Fredericton Medical Society, 
New Brunswick Medical Society, and the Canadian 
Medical Association. In 1943 he was made a Senior 
Member of the Canadian Medical Association. He was 
closely associated with Christ. Church Cathedral in 
Fredericton, and was respected as a good citizen and 
kindly physician. In attire and personality Dr. Wain- 
wright always exhibited the dignity admired in our 
profession, but frequently absent in the bustle of our 
hectic present day practice. 

Surviving are his widow, four daughters, two 
sisters and one brother. 


— 


Dr. Wesley Edgar Wallwin died on May 10 at 
Niagara-on-the-Lake, Ont: He was born in 1881, and 
graduated. in medicine from the University of Toronto 
in 1905. 








NEws Canad. M.A. J, 


NEWS ITEMS 
Alberta 


The offices of the College of Physicians and Surgeons 
of Alberta, and the Canadian Medical Association, 
Alberta Division, have moved from Calgary to Edmonton. 
All future correspondence should be addressed to, The 
Registrar, College of Physicians and Surgeons of Alberta, 
10 Merrick Building, Jasper Avenue, Edmonton, Alberta. 
or The Secretary, Canadian Medical Association, 
Alberta Division, 10 Merrick Building, Jasper Avenue, 
Edmonton, Alberta. 


Dr. Charles E. Camsell of Ottawa was honoured in 
Edmonton on August 26 when the former Jesuit College 
was officially opened as a hospital for tuberculous 
Indians. His excellency, Field Marshal, the Rt. Hon. 
Viscount Alexander of Tunis, Governor General of 
Canada, officially opened the hospital which is to be 
known as the Dr. Charles Camsell Hospital. Dr. Cam- 
sell was for years with the Department of Mines and 
Resources. Since his retirement, he has been acting 
commissioner for the Northwest Territories. He has 
always been keenly interested in the welfare of Canada’s 
Indians. 


A new municipal hospital was officially opened on 
August 27, 1946 at Ponoka. The Matron, Miss Ivy 
Marrell, cut the ribbons and declared the building open. 
Speakers included the Minister of Health, Dr. W. W. 
Cross, Mr. E. E. Maxwell, Supervisor of Municipal 
Hospitals, Deputy Mayor Ganlund, Reeve M. Crandall, 
and P. MacDonald. An address of welcome was given 
by Mr. E. Filtegen. Ponoka is the 51st municipal hos- 
pital to enter operation. It will have a staff of seven 
nurses, and is modernly equipped. 


Sixty-seven applications for registration are to go 
before the September meeting of the Council of the 
College of Physicians and Surgeons of Alberta. The 
majority of these are men recently released from the 
forces. Several are applying for registration in order 
to take advantage of the reciprocity with the General 
Medical Council of Great Britain, where they are plan- 
ning on taking postgraduate courses during the coming 
ear. 
F A revised provincial schedule of fees has been pre- 
pared and will be mailed shortly. Practitioners are 
being asked to review this schedule and be prepared to 
approve it at the next annual meeting of the College 
of Physicians and Surgeons of Alberta. 

A new Workmen’s Compensation Board schedule has 
also been prepared, and should be in the hands of the 
practitioners in the near future. 


The thirty bed hospital at Rocky Mountain House 
has been sold to the Municipal Board representing the 
town and municipality of Raven and three local improve- 
ment districts. 


Dr. A. H. Baker, superintendent of the Provinicial 
Sanatorium and president-elect of the Canadian Tuber- 
culosis Association, will address the annual meeting of 
the Montana Tuberculosis Association to be held. in 
Helena, September 7, 1946. 


Doctor George R. Johnson of Calgary, for many years 
Registrar of the College of Physicians and Surgeons of 
Alberta, was elected President of the Dominion Medical 
Council at the annual meeting held recently. He suc- 
ceeds Dr. Stanley Kirkland of Saint John, N.B. 

G. E, LEARMONTH 


British Columbia 


Lieut.-Col. J. S. MeCannell, O.B.E., has recently been 
posted to Headquarters, Military District 11, as District 
Medical Officer. Prior to 1939 Col. MeCannell was in 
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practice in Victoria, B.C. He enlisted with No. 13 
Canadian Field Ambulance in September, 1939 and went 
overseas in 1942. He commanded No. 24 Canadian Field 
Ambulance in Italy, and in Northwest Europe, and later 
served as A.D.M.S., First Canadian Army in Holland. 


Mr. E. 8. H. Winn has resigned as Chairman of the 
Workmen’s Compensation Board of British Columbia 
after a thirty-year tenure in office. Mr. Winn leaves 
an enviable record of accomplishment in his position. 
The medical profession view his departure from office 


“with regret. 


Dr. John Nay, who for many years has served as 
Chief Medical Officer of the Workmen’s Compensation 
Board of British Columbia, has also resigned. Dr. Nay 
filled a difficult position with wisdom and ability, and 
he has enjoyed the respect and confidence of the doctors 
of this Province. On retiring from office we wish him 
many long and happy years in which to enjoy the 
leisure so well deserved. 


Dr. Nay will be succeeded by Dr. John F. Haszard. 
On assuming his new duties Dr. Haszard has the best 
wishes of the medical profession in the Province. He 
brings to the task a wealth of valuable experience that 
assures his success. Prior to the war he had a large 
industrial practice at Kimberley, B.C. He enlisted for 
active service at the outbreak of hostilities in September, 
1939, and served with distinction until late in 1945. 
He commanded No. 8 Canadian Field Ambulance, then 
No. 16 Canadian General Hospital in Europe. Later 
he served as A.D.M.S. of various formations in England 
before returning to Canada in 1945. 


Several eminent authorities in the field of medical 
education have visited Vancouver recently at the request 
of the University of British Columbia authorities. They 
have been studying questions relating to the establish- 
ment of a Medical School here. Among these have been 
Dr. E. W. Goodpasture, Dean of Vanderbilt University 
School of Medicine, Nashville, Tennessee; Dr. Alan 
Gregg, Director of the Division of Medical Science of 
the Rockefeller Foundation; Dr. Ray Farquharson, 
President of the Royal College of Physicians and Sur- 
geons of Canada; Dr. J. J. Ower, Dean of the Faculty 
of Medicine, University of Alberta. 


A branch of the Defence Medical Association is being 
organized in the Province for active and retired medical 
officers of the three armed services. 


Mr. Graham L. Davis, Hospital Director of the Kel- 
logg Foundation and Dr. John Grant of the Rockefeller 
Foundation have recently been in British Columbia at 
the request of the Provincial Government they are mak- 
ing a survey of the hospital situation in the Province. 


Plans are now complete for the Summer School of 
the Vancouver Medical Association, which is being held 
September 9 to 13 inclusive. There is a very full and 
interesting program, and a record registration is 


anticipated. M. R. CAVERHILL 


Manitoba 


Dr. E. J. Rutledge, M.L.A., of Erickson, who has 
been municipal doctor of Clanwilliam municipality for 
the past 25 years, has resigned his post as from 
September 15. He will take up residence in Winnipeg. 
Dr. Rutledge was the first municipal doctor in Mani- 
toba, and for 19 years represented the constituency of 
Minnedosa in the Legislature. His successor has not 
been named. 


The municipal officers of Erickson have held a 
meeting to discuss the erection of a hospital. Dr. E. 
J. Rutledge addressed the meeting and recommended 
a ten-bed hospital with x-ray equipment and a doctor’s 
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office. The area to be served by the proposed hospital 
will include Clanwilliam municipality, ward 6 of Har- 
rison municipality, and the unorganized territory north 
of these municipal boundaries. 

Dr. James Osborne, aged 22, an honours graduate 
in medicine of Manitoba University, 1946, and his 
young wife left Winnipeg on August 12 by airplane 
for Churchill. There they will board the supply ship 
Nascopie which after a five weeks’ journey will bring 
them to Pangnirtung, Baffinsland. Dr. Osborne will 
be the government medical officer in the far north. 
He will be in charge of the 25-bed hospital staffed by 
two white nurses. Contact by two-way radio is carried 
on between Dr. Osborne and Dr. P. E. Moore, Depart- 
ment of Indian Affairs. The radio is also used to 
advise medical treatment for Eskimos who are unab’/e 


to be brought in for treatment due to weather 
conditions. 


Dr. Robert Yule, medical superintendent for 
Northern Manitoba Indians on a recent visit to York 
Factory on Hudson’s Bay saved the life of a two- 
months’ old Indian child with penicillin. The grateful 
parents spread the news that the white man’s medi- 
cine was good, with the result that 175 of the 350 
natives living at York Factory presented themselves 
for immunization. Last years only 25 could be per- 
suaded to accept the injections. Ross MITCHELL 


New Brunswick 

Dr. George E. Madison of Moncton has been ap- 
pointed consultant in tuberculosis at the newly opened 
Veterans’ Hospital at Sussex. Dr. Madison is a gradu- 
ate of Dalhousie Medical School, 1937 and received his 
Diploma in Public Health from Toronto in 1939. He has 
done special work in tuberculosis at Trudeau Sanatorium 
and with the Alabama State Health Department. 


Dr. F. H. George has established a practice in Saint 
John after a long service overseas, with the Royal 
Canadian Army Medical Corps. 


Dr. H. D. Reid for many years superintendant of the 


Lancaster Hospital, Department of Veterans’ Affairs has ' 


been transferred to Ottawa on promotion. Dr. Reid 
was stationed at first in Saint John with the Department 
of Pensions and National Health on quarantine and Im- 
migration service, and gradually assumed the duties at 
Lancaster Hospital, which has grown to its present 
capacity under his direction. During the war years 
Dr. Reid’s responsibilities in the Port of Saint John 
and the Lancaster Hospital were discharged with ability 
and splendid co-operation with all the armed services. 
Dr. Reid was always a regular attendant at the meeting 
of the Saint John and New Brunswick Medical Societies. 
His friends in the Maritimes wish his continued success 
in his new appointment. 


Infantile paralysis is again a threat in this province. 
A small number of cases have been reported and the 
public health authorities headed by Dr. J. H. Melanson, 
chief Medical Officer have broadcast by radio and 
through the press advice to the public relative to the 
disease, and the necessity of early treatment. 


Dr. F. C. MacArthur, of Moncton, has begun practice 


at Hatfield’s Point. This location was for many years 
the responsibility of the late Dr. Thomas Fraser. 


Dr. A. L. Windsor has returned to his practice in 
Norton after six years’ service in the R.C.A.M.C. 
A. S. KIRKLAND 


Nova Scotia 
An action is reported pending against the Harbor 
View Mines Hospital, Sydney Mines. From press re- 
ports it would appear that a patient was admitted there 
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for treatment of an injured thumb. Novocaine was to 
be used as a local anesthetic. The physician in charge 
was given a solution for injection which he took to be 
the local anesthetic, but which appears to have been 
adrenalin. Death followed shortly afterwards. 


The Cape Breton District Command of the Canadian 
Legion is urging the need of a full-time pathologist for 
that area to facilitate the service now given by the 
Pathological Institute, Halifax. 


In New Waterford, improved first aid measures to 
be adopted in dealing with mine injuries have been sug- 
gested by the medical profession there through Dr. F. 
J. Barton. Among the changes suggested were the 
establishment of blood banks in the local hospitals, 
distribution of trained first aid personnel throughout 


the mines in key positions, and the early administration 
of morphine. 


The Red Cross has established the Bayview Memorial 
Outpost Hospital at Advocate Harbour under the direc- 
tion of Dr. M. J. Fillmore. 

Dalhousie University has announced the appointment 
of Dr. W. Alan Curry as Head of the Department of 
Surgery and Dr. Clyde W. Holland as Head of the 
Department of Medicine, with Dr. D. J. Tonning as 
Assistant. Dr. Robert Begg who following his discharge 
from the R.C.A.M.C. pursued postgraduate studies at 


Oxford University. is to be Assistant Professor of 
Biochemistry. 


Nova Scotia has been singularly free from cases of 
infantile paralysis which has been troublesome in New 
Brunswick and Prince Edward Island. August was a 
particularly rainy month with no hot days which may 
have been a contributory factor. All cases this year 
have been at widely separated points and there have been 
no deaths. The clinic at Woodside under the direction 
of Dr. C. E. Kinley continues its excellent work. 

H. L. SCAMMELL 


Ontario 


The Academy of Medicine Toronto has moved into 
its new quarters at the corner of Huron Street and Bloor 
Street West. It is in the same block with the Medical 
Arts building and the parking yard of the latter will 
be a real convenience ta the Fellows. The building was 
a large residence and a great deal of work has been 
done to convert it to the uses of the Academy. There 
is ample room for the construction of an auditorium at 
a later date. The library will occupy the first floor. 
The stacks are located in adjoining rooms and the 
librarian’s office is in the old drawing room of the 
house. South windows make it a pleasant place in which 
to work. ; 

The business office and auditorium are on the first 
floor. The auditorium will seat about one hundred 
people. For stated meetings the University has allowed 
the use of the fine meeting hall of University Schools 
which is situated on the opposite corner of Bloor Street. 
On thé second floor is the telephone switch boards where 
five operators handle the service. An attractive rest 
room is provided for the operators. 

The new site has many advantages over the old Osler 
Hall and the space for storage stacks will be missed 
until they can be replaced. The large collection of 
pictures and portraits cannot be displayed until ad- 
ditions are built, so most of it will be packed away 
for a time. Opening ceremonies are arranged for 
October 1. 


The programs for the annual district meetings of 
the Ontario Medical Association began in Port Arthur- 
Fort William on September 5, 6 and 7. Clinical demon- 
strations were given by Drs. J. L. McDonald, E. C. 
Steele and F. A. Ireland of Toronto and Drs, Ivan H. 
Smith and C. H. Cline of London. Dr. C. C. White 
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to combat 
depression associated with 


persistent pain... 


Many patients suffering from persistent pain 
are subject to attacks of depression characterized 
by deep apathy and emotional exhaustion. 
Thus, pre-existing neurotic tendencies 

may be exaggerated and the pain threshold 


progressively lowered. 





By restoring morale and optimism, 


Benzedrine Sulfate will often ben zed ri ne su ifate tablets 


(racemic amphetamine sulfate, 8. K. F’.) 
effectively combat the depression 


which may complicate the management of 
painful conditions. Needless to say, 

Benzedrine Sulfate is not indicated in the 
casual case of low spirits, as distinguished 


from true mental depression. 


Smith, Kline & French Inter-American Corporation, 
Philadelphia and Montreal 


Canadian Distributors: The Leeming Miles Co., Ltd., Montreal 
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of Chatham, President Elect of the Association ad- 
dressed the meeting and arrangements were made by 
Dr. W. P. Hogarth Counsellor for the district and Drs. 
P. M. Ballantyne and W. G. Robinson Vice-counsellors. 
The agenda for the business session occupied a long 
half day on September 6. 


A two day session of District No. 9 was held in 
Timmins September 9 and 10 under Dr. A. L. Crang 
of Sudbury, Counsellor, Dr. E. H. Pratt, Sault Ste. 
Marie and Dr. M. J. Kelly, Timmins, Vice-counsellors. 
The business session held on September 10 was followed 
by a luncheon to which the ladies were invited. The 
visiting speakers were Dr. H. M. Coleman of Toronto 
who spoke on ‘‘ Traumatic lesions of the knee joint’’, 
Dr. R. I. Harris of Toronto who discussed ‘‘Compound 
fractures’’, Dr. Norman M. Wrong of Toronto whose 
subject was ‘‘Recognition and treatment of common 
skin diseases’’ and Dr. W. Hurst Brown of Toronto 
who presented ‘‘Some recent advances in medicine’’. 
The dinner meeting was addressed by Reeve Anne 
Shipley of Timmins and Dr. C. C. White President-elect. 
A dance followed the dinner. 


Other district meetings held in September were 
Oshawa September 18, Belleville September 24 and 25, 
Ottawa September 26 and Brockville September 29. 


The City Council of London Ontario passed a resolu- 
tion at a session early in August expressing its ap- 
preciation of a gift from Dr. W. J. Stevenson of 
$75,000.00 to the University of Western Ontario for the 
erection of a Medical Library. The Library Building 
is to be known as the H. A. and W. J. Stevenson 
Memorial Medical Library. The late Dr. H. A. Steven- 
son was a former mayor of the City of London and 
Dr. W. J. Stevenson is a former member of the City 
Council. It is hoped that Dr. Stevenson may live to 
see the building and opening of the new Library which 
his generous gift has made to be possible. 

M. H. V. CAMERON 


The following additions have been made to the 
Register of the College of Physicians and Surgeons of 
Ontario for August, 1946: Ian Stewart Houston Harper, 
Toronto; Morris Michael Culiner, Toronto; William 
George Green, Hamilton; Aaron Lax, Toronto; Robert 
Kennedy Smiley, Ottawa; Keith Duncan McQuaig, 
Ottawa; John Lloyd Silversides, Toronto; William Keith 
Cameron, Weston; William Thomas Boyd, St. Catharines; 
Harry Hotz, Hamilton; Philip Ernest Doyle, Toronto; 
George Kenneth Ingham, Stratford; Benjamin Reid 
Townsley, Ingersoll; Harry Lloyd Bower, London; Julius 
Martin Ennis, Toronto; Ewen Pollock Carruthers, Ottawa; 
John Archibald McNeill, Peterborough; William Keith 
Freeborn Russell, Toronto; William Alan Taylor, Wind- 
sor; John McNeil Tainsh, Cochrane; James Kenneth 
Whittal, Caledonia; John Frederic Paterson, Kingston; 
Hans Herschmann, Neys; Franklin John Squires, Angus; 
Dunean Elbridge Murdock Campbell, Glen Miller; 
Dermid Lockhart Cameron, Bingham, Kingston; Howard 
Fletcher King, Kenora; John Adam McLachlin, London. 


Quebec 


Le ministére de la Santé et du Bien-Etre Social a 
confié une mission d’une extréme importance au Dr 
Armand Frappier, directeur de 1’Institut de Microbi- 


ologie et de 1’Ecole d’Hygiéne de 1’Université de 
Montréal. Il s’agit d’une enquéte sur place des condi- 
tions favorisant la tuberculose chez les Indiens du Nord 
de la province de Québec et de rechercher les moyens 
de promouvoir chez eux la vaccination par le B.C.G. 
Le Dr Frappier et son équipe se rendent au grand 
rassemblement indien de Waswanabe au lac Chibougamau. 


La Fondation Rockefeller vient d’accorder une bourse 
d’études au Dr Gustave Charest, médecin hygiéniste a 
la division des maladies contagieuses du service de 


santé de la Ville de Montréal pour lui permettre de 
poursuivre des études spéciales en épidémiologie a 1 ’h6pi- 
tal Herman Kiefer de Détroit et a 1’école d’Hygiéne 
publique de 1’Université Johns Hopkins. 


Durant les six premiers mois de 1946, les services 
de la Ligue anti-tuberculeuse de Montréal ont radi- 
ographie 56,201 personnes. Ces examens ont été faits 
par les techniciens de la Ligue dans 110 établissements 
et ont été pratiqués sous la direction du Directeur 
médical. On a trouvé 817 cas suspects, 1,236 cas positifs, 
264 cas modérément avancés et 34 cas avancés. 


Un hépital de 35 lits sera bientét ouvert a St. 
Eleuthére dans le comté de Kamouraska. II sera 
désigné sous le nom d’H6pital St-Joseph du Lac. Le 
Dr Rodolphe Monette en sera le directeur. 


Des ruines de l’incendie de 1943, 1’Hétel-Dieu de 
Tracadie est maintenant ressuscité. L’inauguration 
officielle du nouvel hépital eut lieu le 24 juillet. 


L’h6épital du Sacré-Ceur de Hull est exproprié depuis 
le 13 juin dernier et doit forcément trouver a se loger 
ailleurs. Les autorités municipales de Hull ont accordé 
un terrain a la limite de la cité, au nord-ouest, dans la 
paroisse de S-Raymond. L’immeuble qui sera construit 
a cet endroit sera trés considérable et comprendra un 
hépital d’environ 300 lits et une maison pour les gardes- 
malades. Le coat dépassera deux millions. 

JEAN SAUCIER 


Up to the middle of September, the epidemic of 
poliomyelitis in the Province of Quebec has caused about 
850 cases, a little more than half of which were in 
Montreal. The epidemic is now definitely past its peak 
and with the cool weather is expected to drop sharply 
before the end of the month. The disease seems to have 
followed its usual pattern, but full epidemiological 
details will be given later on. The mortality has been 
less than 5%. 


Saskatchewan 


The medical profession in Saskatchewan still deeply 
mourns the untimely death of their very capable and 
very popular Registrar and Secretary of the Association 
Dr. J. G. K. (Keber) Lindsay. 


The construction of the new 350 bed wing, an ad- 
dition to the Regina General Hospital, is proceeding ac- 
cording to schedule. We are told that the building 
should be ready for occupancy early next summer. 


The new addition to the Grey Nuns Hospital in 
Regina, to house the Saskatchewan Cancer Commission 
Clinic, as well as 150 beds is being built as quickly as 
skilled labour and building material will permit. Our 
information is that the ground floor will be ready for 
the Cancer Clinic to move in from its present location 
by Christmas, and that the building will be completed 
early next spring. 


Major William Slack, R.C.A.M.C., has taken over 
the duties of the D.M.O. at the Regina Depot. 


Dr. M. G. Malone has recently returned from post- 
graduate at the Polyclinic in New York and is taking 
up office space in the McCallum-Hill Building, where 
he intends confining his practice to proctology. 

B. BRACKMAN 


General 


The Ninth Annual Louis Gross Memorial Lecture 
will be delivered, under the auspices of the Montreal 
Clinical Society, at the Jewish General Hospital, 
Montreal, on Wednesday, October 23, 1946, at 8.30 p.m., 
by Dr. Roy R. Grinker, Director of the Institute for 
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ADVERTISEMENTS 





PENICILLIN INJECTIONS REDUCED 
TO ONE OR TWO IN TWENTY - FOUR HOURS 


Since the first publication by Romansky of the satisfactory blood levels 
of penicillin obtained and maintained for a period of eighteen hours 
following the intramuscular injection of 300,000 units of calcium penicillin 
in beeswax and peanut oil, both laboratory investigations and collaborative 
clinical studies in the treatment of gonorrhea and pneumonia have been 
made by the Connaught Medical Research Laboratories. It has been widely 
confirmed that penicillin prepared according to the Romansky formula 
maintains the blood levels which are required in the treatment of gonorrhea 
and certain other conditions, and permits of one injection every twelve to 


twenty-four hours. 


The Connaught Medical Research Laboratories have prepared a suitable 
product which can be readily administered with the use of a disposable 
plastic syringe provided in each package. This syringe, with sterile, built-in 
needle, is ready for immediate use with a special cartridge containing 


300,000 units of calcium penicillin in 1 cc. of beeswax and peanut oil. 


Other Penicillin Preparations Available from these Laboratories 


For Injection For Oral Use 
SODIUM PENICILLIN in sealed CALCIUM PENICILLIN in suitably 
rubber-stoppered vials containing: buffered tablets in tubes containing: 
100,000 International Units 12 tablets each of 
200,000 9 ”? 25,000 International Units 
300,000 i = 12 tablets each of 
500,000 rh 7 50,000 International Units 


CONNAUGHT MEDICAL RESEARCH LABORATORIES 
Toronto 4, Canada 


University of Toronto 
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Psychosomatic and Psychiatric Research and Training 
of the Michael Reese Hospital, Chicago. The subject 
will be ‘‘Psychiatric objectives of our times’’. 





Closing Date May 15, 1947.—The $34,000 prize con- 
test for physicians’ art work on the subject of ‘‘ Courage 
and devotion beyond the eall of duty’’ will be judged 
at the Atlantic City Centennial Session of the American 
Medical Association at Atlantie City, June 9 to 13, 
1947. Art works on other subjects may also be submitted 
for the regular cups and medals. For full information, 
write Dr. F. H. Redewill, Secretary, American Physicians 
Art Association, Flood Building, San Francisco, Calif., 
or to the sponsor, Mead Johnson & Company, Evansville 
21, Indiana, U.S.A. 





Allotment figures to the States for the five year hos- 
pital construction program authorized in the Hospital 
Survey and Construction Act (Public Law 725) have 
been released by Surgeon General Thomas Parran of the 
United States Public Health Service. The Act author- 
izes the appropriation of $3,000,000 for Statewide hospi- 
tal surveys and for planning of construction programs, 
and $75,000,000 annually for five vears for the actual 
construction of hospitals and related facilities. 

Of these amounts authorized, only $2,350,000 has been 
appropriated to date. This is earmarked for assistance 
to States in surveying and planning and for administra- 
tive expenses of the U.S. Public Health Service in con- 
nection with this program. The share to which each 
State is entitled from the $3,000,000 authorization for 
survey and planning expenses is based solely cn State 
population. For determination of the distribution of 
the $75,000,000 authorized for construction, a formula 
is used which takes into consideration both the popula- 
tion and the per capita income of each State. The 
allotments to the several States based on appropriations 
authorized in the Act are contingent upon Department 
of Commerce certification of population data. 


Limited Supply of Bound Volumes 1, 2 and 3 of the 
Quarterly Review of Obstetrics and Gynecology now 


Available.—During the past two years, and particu- - 


larly the past few months, there has been an increasing 
demand for Volume 1, 1943, Volume 2, 1944 and Volume 
3, 1945, of the Quarterly Review of Obstetrics and 
Gynecology. 

The shortage of paper and other supplies as well 
as the greatly increased printing cost prevent the re- 
printing of a supply to meet all demands, as this cannot 
be done profitably. In an effort to co-operate with those 
who desre complete volumes, there are now being printed 
1,000 sets of these in permanent bound volumes. These 
are available at the original price of $25.00 for the set, 
resulting in the accepting of a loss on each set sold. 

Those desiring complete volumes should communicate 
immediately with the Washington Institute of Medicine, 
1720 M.Street, N. W., Washington 6, D.C. 





Lieut.-Col. C. W. Gilchrist, O.B.E., E.D., former chief 
of Canadian Army public relations in the Mediterranean 
theatre and in northwest Europe, has been appointed by 
the federal Civil Service Commission as director of the 
Information Services Division for the Department of 
National Health and Welfare. 





Announcement of Van Meter Prize Award.—The 
American Association for the Study of Goitre again 
offers the Van Meter Prize Award of Three Hundred 
Dollars and two honourable mentions for the best essays 
submitted concerning original work on problems related 
to the thyroid gland. The Award will be made at the 
annual meeting of the Association which will be held 
in Atlanta, Georgia, April 3, 4, and 5, 1947 providing 
essays of sufficient merit are presented in competition. 
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U.S. Secretary of War Appoints Medical Advisory 
Committee.—Secretary of War Robert P. Patterson 
recently announced appointment of a medical advisory 
committee to the Secretary of War, to maintain and 
foster close relations between civilian and Army medi- 
cine, and to enable the Army to receive advice on 
Army medical organization and policies from leaders 
in civilian medicine. 

Members of the new committee are: Dr. Edward 
D. Churchill, of Boston, Chairman; Dr. Elliott Cutler, 
Moseley Professor of Surgery at Harvard University; 
Dr. Michael DeBakey of the Tulane University Medi- 
eai School; Dr. Eli Ginsberg of Columbia University ; 
Dr. William C. Menninger, Director of the Menninger 
Clinic, Topeka, Kansas; Dr. Hugh J. Morgan, Pro 
fessor of Medicine, Vanderbilt University Medical 
School, and Dr. Maurice C. Pincoffs, Professor of 
Medicine, University of Maryland. 

During the war, more than 95% of Army doctors 
were drawn from civilian medicine. Most of these, 
except recent graduates of the Army Specialized Train- 
ing Program, have been released from the Army and 
have returned to their civilian practices. 

Major General Norman T. Kirk, Surgeon General of 
the Army, previously announced a policy under which 
distinguished civilian doctors will serve as consultants 





in their respective specialties in Army _ general 
hospitals. 

BOOK REVIEWS 
Acetanilid. M. Gross, Research Assistant (Assistant 


Professor) Laboratory of Applied Physiology, Yale 
University. 155 pp. $3.00. Hillhouse Press, New 
Haven, 1946. 


This monograph constitutes a careful and critical 
analysis of the literature pertaining to acetanilid. It 
is the first of a series of monographs to be published 
by the Institute for the Study of Analgesic and Sedative 
Drugs. The subject is very thoroughly covered and this 
book, while of minor interest to the general physician, 
is of value as a reference work. 


Agnosia, Apraxia, Aphasia. J. M. Nielson, Associate 
Clinical Professor of Medicine (Neurology), Uni- 
versity of Southern California. 2nd ed., 292 pp., 
illust. $5.00. Paul B. Hoeber, Inc., New York, 1946. 


In this monograph Dr. Nielsen has presented the 
ease for the cerebral localization of various types of 
agnosia, apraxia, and aphasia. Some have a high degree 
of localizing value and others are of little or no value. 
He has presented the evidence clearly and well for those 
that are of localizing value. One interesting feature 
is the appendix in which he briefly reviews the part 
played by different areas of the cortex in speech includ- 
ing the major and minor hemispheres. There is also a 
proposed new nomenclature in which the new term is 
defined, the corresponding old terminology, and its 
localizing value if any, is given. It is an improvement 
on the first edition, and for anybody interested in 
aphasia should be of great interest and value. 


BOOKS RECEIVED 


Accidentes Vasculares de los Miembros. F. Martorell, 
Jefe de la Seecion de Cirugia Vascular de Instituto 
Policlinico de Barcelona. 350 pp., illust. Salvat 
Editores, 8.A., Barcelona-Buenos Aires, 1945. 


Analecta Psychiatrica. J. R. Whitwell, Hon. Librarian, 
Royal Medico-Psychologiecal Association. 
lés. H. K. Lewis & Co. Ltd., London, 1946. 


Authoxidstion of Diethyl Ether and its Inhibition by 
Diphenylamine. 


Stockholm, 1946. 


160 pp. 


Gunnar Lindgren. 190 pp., illust. 





